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Abstract
A desaiptive correlational design was used to investigate acute care
nurses' perceptions of the impact of health care reforms and their work-related
attitudes and behavioral intentions following restructuring of acute care services
in Newfoundland and labrador. The interrelationships among the key study
variables (i.e., personal characteristics and staffing issues, impact of reforms,
work-related altitudes, and behavioral intentions) were also examined. The
Conceptual Model of Behavioral Intentions (eMSI) was used as the framework
for this study.
The stratified random sample was comprised of 223 registered nurses
working in acute care sellings under the institutional/integrated boards
responsible for health care services in the eight health districts of the province of
Newfoundland and labrador. A response rate of 34.1 % was achieved. The
majority of respondents were female (97.8%), had a diploma/certificate
education level (86.1%), were employed on a full·time permanent basis (76.2%),
had 10 or more years of nursing experience (74%), were in their current
positions for less than 10 years (64.1%), and 'Nefe employed in facilities outside
of the St. John's region (58.8%). The mean age of the sample was 38.26 (SO:t
8.07). Data were collected via a mail.-out questionnaire (i.e., Employee Attitudes
SUr\'ey) between November, 1999 and February, 2000.
Study findings indicated that acute care nurses were generally negative
about the overall impact of health care reforms five to six years post-
implementation. Respondents were most negative about the emotional climate
of the WOfkplace and the quality of care, and most positrve about the importance
of reforms. As well, most respondents felt their employers had violated
psychological contracts made upon hiring, were generally dissatisfied with their
jobs, had slightly low levels of commitment to their organizations, and were
uncertain about staying with current employers.
Most of the reform impact variables (i.e., importance of reforms, emotional
climate, practice-related issues, quality of care, safety concerns, and standards
of care) depicted significant, positive relationships with intervening attitudes (i.e.,
psychological contract violation, restructuring satisfaction, job satisfaction, and
organizational commitment) and behavioral intentions (i.e., intent to stay). As
well, intervening attitudes depieted significant, positive relationships with each
other and behavioral intentions. Several personal characteristics (i.e.,
employment status, worX experience, current position tenure, and age) and most
staffing issues variables exerted a minimal. but significant, influence on work-
related attitudes and behavioral intentions.
Study findings provided partial support for the major assumptions of the
CMSl. Consistent with model predictions different combinations of reform impact
variables exerted a direct effect on intermediate outcomes (Le., psychological
contract violation, restructuring satisfaction, job satisfaction, and organizational
iii
commitment) and behavioral intentions. As well, most intermediate outcomes
were strong predictors of one another and behavioral intentions. As predicted,
personal characteristics and staffing issues had limited influence on intermediate
outcomes and behavioral intentions. Importantly, study findings did not always
support the causal, linear process proposed by the eM81 (i.e., mediating
influence of intervening attitudes for the reform impact variables and each other).
Although study findings supported previous research, generalizablfilyof
the results to other acute care nurses is cautioned. There is an obvious need for
further research to develop a greater understanding of those aspects of the job
and work environment most affected by health care reforms in the acute care
sector. Most importantly, the onus is on health care researchers 10 investigate
the long-term impact of system changes on nurses' work.,-elated attitudes and
behavioral Intentions.
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CHAPTER 1
Introduction
Driven by economic forces on one hand and a desire far improved health
services on the other, Canadians have been the recipients of a host of health
care reform initiatives for more than two decades (Skelton·Green & Singh
Sunner, 1997). Early reform efforts were designed to control escalating costs
and consisted primarily of budget reductions and wage freezes. More recently,
provinces have resorted 10 substantive structural changes in an attempt 10
improve efficiencies in organizational services. Regionalization of health
services, and organizational downsizing, re-engineering and restructuring have
been the predominant reform strategies adopted by Canadian hospitals (Deeter,
1997; leat!. Baker, Halverson, & Aird, 1997; Shamian & Lightstone, 1997).
Nurses, the largest group of health professionals, have extremely high
stakes in the arena of health reform (Turner, 1996). Many of the reform
strategies implemented in the acute care sector have resulted in pervasive
changes in governing and managerial structures, staffing levels, sklll mix, and
professional practice structures (e.g., Aiken, Clar1c:e, & Sloane, 2000; Baumgart,
1997; Corey-Lisle, Tarzian, Cohen, & Trinkoff, 1999; Lealt et aI., 1997; Shindul-
Rothschild, Berry, & Long-Middleton, 1996). There is an extensive research
base supporting the significant influence of the work environment on nurses'
attitudes and behaviors (e.g., Blegen, 1993; Havens & Aiken, 1999; Irvine &
Evans, '995; Mathieu & zajac, , 990; Mueller & Price, 1990; Scott, Sochalski, &
Aiken,1999). Despite the increasing number of studies on select outcomes of
health care reforms. there is conflicting evidence on how reforms are influencing
job-related factors, the work environment, and staff nurses' attitudes and
behaviors.
The current study is part of a larger project designed by Parfrey and
colleagues t to examine the implications of reforms for acute care organizations
in the province of Newfoundland and Labrador. The purpose of the larger study
is to monitor the long-term impact on efficiency, costs, acute care bed utilization,
quality of care, palient satisfaction, and employee attitudes (i.e., registered
nurses, licensed practical nurses, allied health professionals, physicians,
managers, and support workers). The current study focused on one aspect of
the employee attitudes component of the larger study. The purpose of this study
was to examine how registered nurses were perceiving the impact of reforms in
acute care settings. A second purpose was to assess nurses' work-related
1 The Department of Health and Community Services, Government of
Newfoundland and Labrador, Health Care Corporation of St. John's, and the
Canadian Health Services Research Foundation jointly funded a prospective,
longitudinal study, The Impact of Restructuring in Acute Care Hospitals in
Newfoundland and Labrador, by Parfrey et al. (1999).
attitudes (I.e., general job and restf1Jcluring satisfaction, psychological contract
violation, and organizational commitment) and behavioral intentions (I.e.. intent
to stay with current employers).
Background and Rational.
There is extensive empirical support for the interrelationships among
organizational stf1Jcture/process, employee attitudes (e.g., job satisfaction,
organizational commitment, etc.), behavioural intentions (i.e., intent to stay or
remain, intent to reave. job search, etc.), and actual behaviours (e.g.•
absenteeism, turnover, job performance, etc.) (e.g., Alexander, Lichtenstein, Oh,
& Ullman, 1998; Irvine & Evans, 1995: Mobley, 1982; Mobley, Griffeth, Hand, &
Meglino. 1979: Mueller & Price. 1990; Price & Mueller, 1981; Somers, 1995).
However, the research base is rather limited on how job-related and work
environment factors may influence employee perceptions of violations in
psychological contracts (Morrison & Robinson, 1997; Robinson & Rousseau,
1994; Robinson. Kraatz. & Rousseau, 1994; Turnley & Feldman, 1998, 1999)
As well, the findings from studies in the business sector suggest that decreased
employee trust, loyalty, job and organizational satisfaction, and intent to stay
may surface as consequences of violations (Robinson & Rousseau; Robinson et
at, 1994;Turnley & Feldman).
The expanding research base on the impact of downsizing and multi·
hospital mergers/consolidations suggests that most registered nurses have
concems about the negative consequences for the emotional dimate of the
workplace, quality of care, standards of care, satisfaction levels, and staffing and
workload issues (e.g" Aiken et aI., 2000; Armstrong-Stassen, Cameron, &
Horsburg, 1996; Baumann et at, 2001; Blythe, Baumann, & Giovannetti, 2001;
Corey-Lisle et aI., 1999; Laschinger, Finegan, Shamian, & Casier, 2000;
laschinger, Sabiston, Finegan, & Shamian, 2001; Maurier & Northcoll, 2000:
Pyne, 1998; Shindul-RothschiJd et al., 1996; Shindul-Rothschild, long-
Middleton, & Berry, 1997; Way, 1995; Way & Gregory, 2000; Woodward et aI.,
1999; Woodward et at, 2000). Significantly, studies designed to evaluate the
impact of re·engineering initiatives (e.g., program-management. patient centred
care, shared governance, etc.) have found minimal to no impact on job-related
and work environment factors, and nurses' altitudes and behaviors (Anthony,
1999; Best, Walsh, Muzin, & Berkowitz, 1997; Bryan et aI., 1998; Effken &
Stetler, 1997; Hastings & Waltz, 1995; Ingersoll, Kirsch, Merk, & lightfoot, 2000;
Kennerly, 2000; Krugman & Preheim, 1999; Pillar & Jaroura, 1999; Seago, 1999;
Westrope, Vaughn, Botl, & Taunton, 1995; Woodward et at, 2000). Although no
studies were identified that examined the impact of health care reforms on
psychological contract violation, Turnley and Feldman (1998, 1999) found that
employees subjected to major restructuring were significantly more likely to
believe that violations had occurred than their counterparts working in more
stable firms.
Despite the increasing data base on the overall impact of health care
reforms, the heavy reliance on bivariate analysis and the use of diverse job.
related and work environment factors are significant deterrents to the
conclusiveness of study findings. As well, there continues to be limited empirical
evidence documenting the extent to which reforms have significantly altered the
impact of predictor variables on provider outcomes. Concerns have been raised
that the negative impact of downsizing and restructuring on employee altitudes
and behaviors may decrease organizational effectiveness and efficiency (Aiken
& Fagin, 1997; Aiken el al., 2000: Deeter, 1997; Maurier & Northcott, 2000:
Seago, 1999). Greater insight inlo the influence of reform strategies on the
attitudes and behaviors of direct care providers is obviously needed if we are 10
develop a comprehensive understanding of the overall impact of reforms on
organizational effectiveness and efficiency.
Problem St.,.",.",
In Newfoundland and labrador, reform initiatives were implemented on
several fronts· regionalization, downsizing, restructuring, reengineering and
mergers. The first level of reforms, regionalization of health care services,
occurred between April, 1994 and January, 1996. Changes in the governance of
health services al the regional levels led to the formation of four community
health boards, six institutional boards, and two combined boards (Davis & Tilley,
1996). The institutional boards are responsible for health care services (i.e.
hospitals, community health clinics, nursing stations, etc.) within eight distinct
geographic areas of the province: St. John's region, Eastern regions (Avalon
and Peninsulas), Central East, Central West, Western, Northern, and labrador.
The St. John's region, the largest employer of nurses in the province, has
had the most pervasive health care reforms. Besides regionalization, hospitals
have undergone downsizing, restructuring, re-engineering, and merger of
facilities. Eight tertiary and secondary care facilities were consolidated in 1995
under the authority of the Health Care Corporation of St. John's (HCCSJ). Since
that time, the children's rehabilitation centre was merged with the children's
hospital, and one adult acute care hospital closed and it's services integrated
with the two remaining acute care hospitals. In 2001, the children's hospital was
relocated to a newly constructed site adjacent to a major tertiary care hospital.
Finally, the various sites of the HCCSJ experienced integration of administrative
and support services (e.g., human resources, financial systems, information
systems, facilities management, health records, etc.) (Davis & Tilley, 1996).
In April of 1996, the HCCSJ eliminated the traditional departmental
structure and integrated clinical services under a program-based management
structure. A client·focused, interdisciplinary approach to care delivery was used
to re-organize clinical and support services into 16 programs. Consequently, the
number of managers was reduced by about 50% and significant changes
occurred in managerial roles and responsibilities. A professional practice model
was also implemented to facilitate decentralized, collaborative decision-making
Finally, several initiatives (i.e., Nursing Peer Support Group, Nursing
Professional Practice Frameworil;, Corporate Professional Practice Committee,
and Nurse's Quality of Worklife Team) were implemented to support nurses and
facilitate nursing input into issues affecting practice and the work environment.
In 1995, the Association of Registered Nurses of Newfoundland and
labrador (ARNNl) commissioned a survey to obtain baseline data on registered
nurses' (N =333) perceptions of the impact of health care reforms in the
province. This study was conducted during regionalization but prior to other
system reforms. Significantly, most respondents to the survey were neither
totally negative nor positive about the overall impact of reforms. While this
earlier study provided useful baseline data, the many system changes that
occurred after this time warranted further inquiry into how nurses were currently
perceiving the impact of reforms.
In June of 1999, Parfrey and colleagues re-surveyed those nurses (N =
181) who participated in the 1995 study. The findings indicated that there was a
significant worsening of nurses' altitudes toward the impact of reforms over time
(Way & Gregory, 2000). It was conjectured that the close proximity of the survey
to the nursing strike (i.e., members of the Newfoundland and labrador Nurse's
Union participated in a legal strike in March which ended with a court injunction
ordering nurses back to work in April) could have been partially responsible for
the negative attitudes. An additional data base was considered necessary,
especially in light of the post-strike initiatives undertaken to improve the quality
of worklife. The current study, phase II, was conducted in January of 2000 with
a stratified random sample of acute care registered nurses who had not
participated in previous surveys. This study was designed to document nurses'
perceptions of the impact of reforms, as well as their work-related attitudes and
behavioral intentions, following the introduction of system changes to address
nursing concerns within the proposed Conceptual Model of Behavioral Intentions
(eMSI).
The CMSI is based on the integrated causal model of nurse turnover
behavior (Mueller & Price, 1990; Price & Mueller, 1986) and the consequences
of psychological contract violation (Turnley & Feldman, 1998, 1999). The eMSI
identifies several factors which influence behavioral intentions. These factors
include determinants (i.e., impact of health care reforms and/or job-related and
work environment factors), covariates (i.e., intervening attitudinal states which
include psychological contract violation, restructuring satisfaction, job
satisfaction, and organizational commitment), and correlates (i.e., select
personal characteristics and staffing issues). The covariates also constitute the
intermediate outcomes which exert a direct and indirect effect on behavioral
intentions, similar to the determinants. The proposed relationships among study
variables are outlined in the research questions.
Research Questions
The current study was designed to answer the following research
questions:
1. How do registered nurses working in acute care settings perceive the
impact of health care reforms (i.e., importance of reforms, emotional
climate, practice-related issues, quality of care, safety concems, and
standards of care)?
What are registered nurses' levels of psychological contract violation,
restructuring satisfaction, general job satisfaction, organizational
commitment, and beha·... ioral intentions (i.e., intent to stay)?
Are impact of health care reform variables significantly related to
intermediate outcomes (I.e., psychological contract violation, restructuring
satisfaction, job satisfaction, and organizational commitment) and
behavioral intentions?
4. Are intermediate outcomes significantly related to each other and
behavioral intentions?
5. Are the impact of health care reform variables, intermediate outcomes,
and behavioral intentions a function of key personal characteristics (i.e.,
age, gender, education, region of employment, primary area of
responsibility, nursing experience, current position tenure, and
employment status) and staffing issues (i.e., hospital bed capacity,
absenteeism due to sick leave, and slaffing adequacy)?
What factors investigated in the current study are the best predictors of
intermediate outcomes and intent to stay?
10
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CHAPTER 2
Literature Review
Insight into the impact of health care reform on the attitudes of nurses
working in acute care organizations is required to gain an understanding of the
key factors influencing provider outcomes (i.e., general job and restructuring
satisfaction, psychological contract "iolalion, organizational commitment and
intent to stay). This literature review is divided inlo three major sections. The
first section provides an overview of hearth care reform initiatives, as well as
their impact on organizational and provider outcomes. The second section
summarizes the research findings on factors influencing provider outcomes (i.e.,
select intermediary and criterion outcomes). The final section presents an
overview of the conceptual framework for this study, as well as the conceptual
definitions of major variables
Health Care Reforms: Employees in the Acute Care Sector
Since the early 1990's, decreased federal funding and escalating costs
have resulted in the implementation of widespread reform initiatives throughout
Canada's health care delivery system (Decter, 1997). Hospitals, in particular,
have been undergoing an intensive period of transformation with organizations
implementing such strategies as regionalization, downsizing, restructuring, and
re-engineering. The primary focus of these reform strategies has been to
12
contain costs while maintaining effective quality health care. The discussion that
follows is organized according to major health care reforms.
RegionalizationIMuffi-Hosplt.' A".ngements
Regionalization of health services, through mergers and consolidations of
multiple hospital boards, has been ~!1e dominant cost-reductian strategy used by
most Canadian provinces (Deeter. 1997; Shamian & Ughtstone. 1997). This
strategic approach has reduced the number of governance structures, eliminated
duplication of operational services, and reduced administrative expenditures.
The following discussion is focussed on the impact of regionalizalion at the
corporate/board and staff levels.
Corporate/board level: Initiatives and perceptions. Few research
studies were identified from the literature that evaluated the effects of
regionalization and/or multi-institutional mergers. Three articles were identified
that explored the impact of system changes on the autonomy of regional boards,
cost efficiency, and the impact on various provider groups within the Canadian
context (Davis, 199811999; Lomas, Woods, & Veenstra, 1997; Markham &
lomas, 1995)
Markham and Lomas (1995) conducted a review of relevant literature to
identify the types of regional·based, multi-hospital arrangements within Canada
and the United States, the advantages and disadvantages of such
lJ
arrangements, and evidence supporting their success or failure. With a broad
number of options forming the basis for formally structured inter-hospital
collaborations, the degree of autonomy retained by individual institutions
surfaced as the key differentiating factor. The multi-hospital arrangements lay
on a continuum from more autonomous structures (i.e., formal affiliations.
shared services. and consortia) to decreasing levels of institutional autonomy
(i.e., contract management, lease, umbrella corporations. and formal mergers or
consolidations, respectively). Significantly, limited empirical evidence was found
to support proposed benefits (Le., economiclfinancial savings, improved access
to and quality of care, more efficient human resource management, and
increased coordination and expansion of complex services) within the Canadian
context. In contrast, the authors found that costs may actually increase following
the initial integration of new systems (e.g., compensation upgrades, facility
modifications, etc.), access to services may decrease following reductions in
duplication, and increased bureaucracy may lead to decreased flexibility,
decreased communication and decreased responsiveness to clients. Finally,
potential negative implications were identified for staff and physicians (e.g.,
increased uncertainty and anxiety, job loss, lack of role clarity, low morale etc.),
as well as organizational/managerial instability (e.g., decreased individual
organization autonomy, erosion of hospital loyalties, increased disruptions in
referrals and clinical practice plans. increased bureaucracy. etc.). The authors
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concluded thaI the most striking benefit of multi-hospital arrangements is thai
participating hospitals are forced to comprehensively review their missions and
goals.
lomas et at (1997) reviewed the degree of devolution of health care
decision-making power 10 local authorities in Canada. The authors noted that all
of the provinces were at differing stages of devolution, with the exception of
Ontario. Each province had a one-tier board structure responsible for planning,
prioritizing, funding, and managing local services efficiently and effectively.
However, local boards were constrained by their inability to generate revenue,
fund services, or determine core services. The scope of services controlled by
local boards was highlighted as the key distinguishing structural characteristic
among jurisdictions. Variant scopes were reflective of the reform objectives of
each provincial govemment, with a narrower scope indicating a desire to
improve efficiency and integration/coordination, while a broader scope signified
a focus on popUlation health. The degree of devolved authority W2S t:'.ontinQent
upon a negotiation process between provincial govemments, providers, and
citizens within each jurisdiction. As such, the devolution of authority across
provincial jurisdictions lay on a continuum from low to high decision making (i.e.,
deconcentration, decentralization, and devolution, respectively). The authors
concluded that most decision·making at the regional board level in Canadian
provinces fell inlo either the deconcentration or decentralization category.
15
Davis (1998/1999) commented on the perceived impact of regionaliz3tion
and institutional mergers/consolidations in Newfoundland and Labrador. As
noted by the author, regionalization was mandated by the provincial govemment
in an effort to reduce health care expenditures. Several benefits realized by
local boards following regionalization were identified: a) greater responsibility for
the health status of the region served, b) enhanced focus on health
determinants, c) increased consumer involvement in decision-making, d)
increased movement toward greater public accountability, e) greater focus on
ethical values 10 guide decision-making, f) increased emphasis on evidence-
based practice, g) increased opportunities to gain efficiencies in health care
spending, h) greater involvement of staff and physicians in decision-making, I)
increased commitment to align with extemal bodies, the public, and providers,
and j) greater power to influence healthy public policy (i.e., 14 verus 40 boards)
The negative consequences for regional boards included: a) increased anxiety
and uncertainty among staff and physicians and feelings of being overworked,
underpaid, undervalued, and not involved in decisions affecting them, b)
decreased public confidence due to increased media attention on the
performance of health care institutions, c) increased stress of limited financial
resources, and d) increased conflict between evidence·based practice and
consumer expectations.
St." level: Percepfions of imPlfCt. There were very few studies
16
identified from the literature review that explored staff perceptions of
regionaJization and hospital mergers. Two artides were identified that reported
on the negative impact of a hospital merger on job-related and work environment
factors and WOl'k-felated attitudes (Woodward et at, 1999; Woodward at al..
2000).
Using a random sample of staff (N = 346) working in a large teaching
hospital in Ontario and a prospective, longitudinal design, Woodward et a!.
(1999) monitored changes in job characteristics, psychological distress, personal
resources, family and wort< life interference, and perceived quality of patient care
following re-engineering and merger with a second hospital. Several
standardized scales were used 10 measure job characteristics (i.e., job innuence,
decision latitude, lack of role darity, job demands, co-worker support,
supervisory support, teamwork, and job inS8QJl'ity). Psychological distress was
assessed with standardized instruments (i.e., Slate Anxiety Scale, Maslach
Burnout Inventory, and Centre for the Epidemiological Study Depression Scale).
Additional scales were used to assess personal resources (i.e., self-effICaCY,
active coping style, readiness for organizational change, and coping using
distraction), family and work interference, perceptions of hospital as employer
(staff relations and work environment), perceptions of quality of care and
services, and overall quality. Information was also collected on several
demographic variables (e.g., age, gender. education, ;ab type and level. eIC.).
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While no significant changes were detected in job influence and decision
latnude, significant inaeases were observed in job demands, job insecurity, and
lack of role darity. Significant deaeases were noted in co-worker and
supervisor support, and effective teamwork. FurthennOfe, significant increases
occurred in all of the psychological distress variables (i.e.. anxiety, depression,
and emotional exhaustion). as well as interterence with work and family life.
Finally, significant declines were observed in slaff perceptions of quality care,
quality improvement activities, staff/organizational relations, and overall
impressions of the work environment.
In a second article, Woodward et al. (2000) reported on the differences
observed in job-related and WOJ'1( environment fadors, job satisfaction, and
stress levels among front·line staff and designatedlnon~esignatedsupervisors
(N = 380). Data were collected at three time periods (i.e.. 1995. 1996, & 1997)
with the same instruments used in the Woodward et al. (1999) study. Two
additional researcher-developed scales assessed job satisfaction and job stress.
The authors noted that all study instruments had acceptable levels of reliability
over time. The findings indicated that all levels of workers reported a significant
increase in job insecurity, job demands, job interference with home life, and job
stress; and a significant decrease in role clarity, supervisor support, teamwork,
co·worker support, and job satisfaction. With regard 10 group differences, non·
designated supervisors and staff had significantly higher job insecurity, and
IS
lower job influence and decision latitude than designated supervisors.
Furthermore, the staff reported working less hours than both non-designated and
designated supervisors, and non..(jesignated supervisors reported having [ess
decision latitude and job influence than designated supervisors.
Within the Newfoundland and labrador context, four surveys were
conducted with registered nurses at various stages in the reform process (Pyne,
1996; Way, 1994, 1995; Way & Gregory, 2000). The studies addressed nurses'
perceptions of the importance of reforms and the impact of system changes on
the work environment, professional issues, quality of care, and safety issues. As
well. Way and Gregory (2000) examined the impact of reforms on work-related
attitudes and behavioral intentions
In 1994, the Association of Registered Nurses of Newfoundland (ARNNLl
conducted a qualitative study to explore nurses' (N = 347) perceptions of the
early impact of regionalization initiatives in the province. The ARNNL Health
Systems Changes Questionnaire was used to assess nurses' attitudes towards
health care reforms, negative changes encountered in the wOrXplace, effect of
negative changes on patient care and nursing practice, and the possibility for
future positive changes or opportunities. As reported by Way (1994), most
survey respondents (86.5%) found caregiving demands stressful and perceived
system changes in a negative light. In particular, slaff reductions, excessive
workload demands, and expanded role responsibilities were seen as having a
19
negative influence on nurses' job satisfaction, the quality of patient care, and
professional practice. Overall. workplace issues were more of a concern than
professional ones, and quality of care was more of an issue than safely
concems. On the positive side. 42.4% of the respondents identified enhanced
resource utilization, health care delivery, and creative work roles and
opportunities as positive outcomes of the proposed reforms. The major
limitations of this study were the low response rale (6.9%) and use of a non·
representative sample.
Using a survey design and a random sample of registered nurses (N =
333) stratified by region, Way (1995) acquired baseline dala on the perceived
effects of health care reforms. A researcher-developed scale, the Impact of
Health Care Reform Scale (IHCRS), was used to assess the importance of
health care reforms, quality and safety concems, and workplace conditions (Le.,
emotional climate and practice·related issues). The IHCRS was reported to
have high intemal consistency and good construct validity. Study findings
indicated that most respondents were neither totally negative nor positive about
the overall impact of health care reforms. Importance of reforms, praetice~
related issues, and safety issues, respectively, received the most positive
ratings. Conversely, respondents were most negative about quality of care, the
emotional climate of the workplace, and standards of care, respectively.
Consistent with the findings of Way (1994), the work environment and quality of
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care issues continued to be of primary concern. Personal characteristics were
found to influence respondents' perceptions of reforms. Specifically, the
importance of reforms were perceived most positively by nurse managers, and
older, higher educated nurses. Quality of care, practice--related issues, and the
emotional climate were also perceived most positively by nurse managers, and
older, more experienced, and higher educated nurses. Finally, the adequacy of
safety measures and standards of care were perceived more positively by nurse
managers, and older, more experienced nurses.
Using a descriptive. correlational design, Pyne (1998) examined
perceptions of the impact of health care reforms and job satisfaction levels in a
convenience sample of registered nurses (N =298) working in three acute care
hospitals. The hospitals had been consolidated under the HCCSJ, and a
program-based management and professional practice model implemented at all
sites one year and six months prior to data collection, respectively. The lHCRS
and the McCloskeylMuelier Satisfaction Scale (MMSS) (Mueller & McCloskey,
1990) were used to collect data in the critical care, medical, and surgical areas.
The MMSS assessed job satisfaction in eight content domains (i.e., extrinsic
rewards, scheduling, worl<Jfamily balance, co-workers, interaction opportunities,
professional opportunities, praisel recognition, and contrOllresponsibility). The
findings indicated that nurses were more negative than positive about the overall
impact of health care reforms and slightly dissatisfied with their jobs.
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Significantly, the majority of nurses were most positive about the importance of
reforms, safety issues, and practice-related issues, respectively. In contrast,
respondents were most negative about quality of care, emotional climate, and
standards of care, respectively. Despite the similarity in rankings with the Way
(1995) study, there was a statistically significant decline in the overall impact
and 5ubscale scores. With regard to satisfaction levels, the majority of
respondents were most satisfied with coworkers and interaction opportunities,
and least satisfied with control/responsibility and extrinsic rewards. The author
acknowledged that the use of a non-probability sample limited the
generalizability of study findings.
Way and Gregory (2000) reported on the changes observed in
perceptions of the impact of health care reforms in a follow-up survey of 161
registered nurses who participated in the Way (1995) study. The Revised
Impact of Health Care Reform Scale was used to collect data on perceived
reform impacts. Baseline data were also collected on job satisfaction (General
Job Satisfaction scale of the Job Diagnostic Survey). restructuring satisfaction
(Restructuring Satisfaction scale). organizational commitment (Organizational
Commitment Questionnaire), perceived violation of psychological contracts
(Psychological Contract Violation scale), and behavioural intentions (Intent to
Stay scale). All of the instruments demonstrated good to excellent internal
consistency and construct validity. The findings indicated that most respondents
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were, in general, slightly negative about the overall impact of health care
reforms. Specifically, respondents were most positive about the importance of
reforms, safety issues, and practice-related issues, respectively. In contrast,
respondents were most negative about the quality of care, emotional climate,
and standards of care. These findings are consistent with those reported by
Pyne (1998) and Way (1995). However, there was a significant worsening of
nurses' attitudes toward the impact of reforms over time. Study findings also
demonstrated that respondents were neither totally satisfied nor dissatisfied with
their jobs, were generally dissatisfied with most aspects of restructuring, had a
slightly low or neutral level of commitment to their organizations, felt that implied
psychological contracts with the organization had been violated, and were
uncertain about whether they would stay with current employers
Summary. The evidence suggested that the extent of devolved decision-
making authority to local boards varied considerably across provincial
jurisdictions. The anticipated benefits ( i.e., greater efficiency and effectiveness,
and enhanced patient satisfaction) and limited negative impact on provider
groups had not been achieved during the early years. In fact, study findings on
nurses indicated that reforms were perceived to have had a negative impact on
many job-related factors, work environment factors, work·related altitudes, and
the quality of care over time (Pyne, 1998; Way & Gregory, 2000; Woodward et
aI., 1999, 2000)
2J
Downsizing
With labour costs constituting approximately one half of all hospital
expenditures, the majority of reform initiatives adopted by hospitals are aimed at
reducing staff (Sochalski, Aiken, & Fagin, 1997). Reduction in staffing levels is
achieved through such measures as redundancy of positions, early retirements.
across-the-board cuts, contracting out of services, delayering of positions, and
large-scale organizational redesign. As the largest group of health care
providers in hospitals, nurses have been a prime target for reform iniliatives.
The following discussion addresses the magnitude of the decline in the nursing
workforce, and the perceived impact of downsizing initiatives on workplace
conditions, quality of care, and work·related altitudes.
Pervasiveness of staff reductions. In a review of relevant literature and
data bases on the Canadian nursing workforce. Baumgart (1997) reported that
acute care hospitals evidenced a dramatic decline in the proportion of registered
nurses working in staff positions (i.e., 72.6% to 61.1 %) during the peak period of
health care reforms from 1990 to 1995. The decline in the overall nursing
workforce, especially those working in acute care settings, continued until 1996
and remained relatively constant until 1999 when a slight increase occurred
(Canadian Institute of Health Information [CIHlj, 2000; Statistics Canada, 1995,
1996,1997, 1998). There was also a significant decline in nursing management
personnel after 1995, especially supervisors/coordinators and chief nursing
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officers/directors (CIHr, 2000: Statistics Canada, 1995, 1996, 1997, 1998).
Comparatively, during the period of major health care restructuring in
Newfoundland and Labrador, from 1994 onwards, no decreases occurred in the
registered nurse workforce or the proportion working in acute care setlings
(CIHI. 2000; Statistics Canada, 1995. 1996, 1997, 1998). However, the province
parallelled the Canadian scene for the period 1995 to 1997 with significant
declines occurring in management personnel. especially supervisorsl
coordinators (CIHI, 2000; Statistics Canada, 1995, 1996. 1997, 1998).
Wo,*p~c. conditions, quality issues and attitudes. In a longitudinal.
prospective study, Armstrong-Stassen at at (1996) examined the impact of
downsizing on the job satisfaction of full-time (67%) and part-lime (33%) nurses
employed in three community hospitals in Ontario. The sample consisted of
registered nurses (n =258) and registered practical nurses (n =87) who
completed the surveys at both time periods (i.e., baseline data in early 1991 and
follow-up data in late 1992). The Minnesota Satisfaetion Questionnaire
assessed overall job satisfaction, and the Index of Organizational Reactions
assessed satisfaction with aspects of the job and work environment. Good
reliability was reported for these instruments. There were no significant
differences between the full-time and part-time staff before or after downsizing
on overall job satisfaction or degree of satisfaction with the jOb and work
environment. However, significant declines were noted in the satisfaction levels
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of both groups following downsizing, with the exception of financial rewards.
Specifically, the nursing staff reported less satisfaction with the organization
(Le.. poor treatment of employees, not a good place 10 work, and employee
welfare less important than budgetary concerns), supervisors (i.e., disenchanted
with managerial style and perceived negative impact on overall job attitudes),
co-workers (i.e.. increased tension), and career future with the hospital (i.e.,
diminished feelings about job security and promotion opportunity, and resulting
negative impact on overall Job attitUdes).
Shindul-Rothschild al al. (1996) discussed the results of a national survey
of 7,355 registered nurses (RNs) employed in different health care settings
across the United States. The American Joumal of Nursing (AJN) Patient Care
Survey, an abbreviation of the RN Quality of Worklife Scale, was used to assess
three dimensions of the health care delivery system (i.e., structure, process, and
outcome). In the aftermath of downsizing and restructuring, most respondents
reported reductions in the number of RNs providing direct care, reduced lengths
of stay, increased patient acuity, increased bed closures, additional services,
and increased workloads. Slightly ;ess than one·half of respondents also
reported a decrease in full·time RN staff, an increase in unskilled workers, and a
reduction in nurse managers. As weH, most nurses reported reduced continuity
of care, less time to provide comprehensive nursing care (e.g., teaching patients
and their families, comforting and talking with patients, providing basic care,
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etc.), levels of care below professional standards, and an overall decrease in the
quality of patient care in their institutions. Finally, a significant number of
respondents perceived an increased in negative outcomes for patients (e.g..
more readmissions, increased palienttfamily complaints. increased risk for
iatrogenic disease for the elderly and critically ill, elc.).
In a secondary analysis of dala obtained from a subset of nurses (n =
2,032) participating in the national survey, Shindul-Rothschild et at (1997)
investigated the best predictors of quality of care. During logistic regression
analysis, il was possible to accurately predict BB% of hospitals with good 10
excellent ratings and 80% of those with poor or very poor ratings. Predictors of
high-quality ratings included not reducing registered nurses in slaff positions,
retaining nurse executives. having lime to provide basic nursing care, being able
to meet professional standards, achieving positive patient outcomes (i.e., fewer
family/patient complaints, ulcers/skin breakdown, patient injuries, medication
errors, and complications), and tending to stay in nursing. Interestingly,
changes in institutional infrastructures (e.g., mergers, bed closures, etc.) did not
significantly affect nurses' perceptions of quality care. The best predictors of
quality were changes in RN staffing and status of nurse executives. What was
significant in the re-analysis was the large discrepancy between poorer and
higher quality care institutions on RN reductions (i.e., 82% vs 45%, respectively)
and loss of nurse executives (i.e., 49% vs 32%, respectively).
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Corey*Usle at al. (1999) reported on the results of a survey of a state·
stratified random sample of registered nurses (N =4,438) in the United States
Content analysis was performed on written comments (n =375) of system
changes provided mostly by hospital nurses in clinical positions with diploma or
associate degree preparation. One major theme that emerged from the dala
analysis was the perception that hospitals moved to curtail or reduce costs
without adequately considering negative implications for palient and provider
groups. Other themes were related 10 the impact of downsizing and work design
on nurses and nursing practice. Respondents felt that the cost·saving strategy
of reducing the RN 10 unlicenced assistive personnel ratio had a negative impact
on the quality of nursing care due to increased patient acuity and greater
supervisory responsibilities. The theme of decreased job security was a function
of increased secondment to unfamiliar patient areas, reduced benefits,
increased requests to take unpaid leave, and greater casualization. Increased
workload was perceived to have negative repercussions for quality care and
nurses' stress levels. Finally, the interaction of RN staff reductions, increased
job insecurity and increased workload were perceived to have resulted in
decreased morale, increased stress and frustration, and decreased job
satisfaction. Key factors influencing nurse perceptions included coworker
attitudes, level of support from managers (i.e., level of information sharing,
measures to reduce uncertainty and enhance feelings of control, and
28
conveyance of respect and appreciation), and opportunities for personal and
professional growth. The authors noled that administrators playa pivotal role in
helping nursing staff cope with the stress of health care reforms. One key
strategy is to have nurses actively involved in the change process.
Using a comparative study design, Aiken at at (2000) examined changes
in nursing staff and practice environments in the aftermath of health care
reforms. The authors summarized Ihe key findings from a 1998 survey of
registered nurses (N =2,000) working in acute care hospitals, Ihe vast majority
of which were magnet hospitals. When compared to Ihe 1986 dala base from a
subset of the same hospitals, a significant decline was noted in Ihe nursing
practice environment, especially with regard to resource adequacy, nurse
manager support, and the status of nursing. In addition, a lesser number of
nurses felt in control of their practice, felt free to make work. and patient care
decisions, believed there was a lot of teamwork with physicians, or perceived a
decrease in the floating of permanent slaff 10 other units. The authors concluded
that restructuring efforts have exerted a negative impact on the quality of nursing
care in hospitals noted for their quality and positive practice environments
In a cross-sectional study of acule care registered nurses (N = 271),
Maurier and Northcott (2000) reported on the stressors associated with health
care restructuring (i.e., budget cuts and impending layoffs) in a large Alberta
teaching hospital. Researcher-deveJoped Of adapted items were used to
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measure perceived job security and likelihood of job loss, and stress levels.
Good intemal consistency was reported for the stress scale. Potential job loss
was identified as the single most stressful work situation, followed by potential
replacement with nursing aides and inability 10 meet the demands of others (i.e..
physicians, palients, and other health providers, respectively). The fourth and
fifth stressors included inadequate time/resources to provide emotional support
to patients and families and working with inexperienced nurses, respectively.
The authors acknowledged the limited generalizability of study findings due to
the low response rate.
Laschinger at al. (2000) examined organizational trust, empowerment,
and organizational commitment in a random sample of registered nurses (N =
412) working in urban tertiary care hospitals following major downsizing!
restructuring. A modified version of the well-established Conditions for Work
Effectiveness Questionnaire (CWEQ·II) was used to measure empowerment
along four dimensions (Le., access to opportunity for growth, information,
support, and resources). The modified Job Activities Scale II and the
Organizational Relationships Scale II (laschinger, 1996) were used to measure
formal and informal power, respectively. The Interpersonal Trust at Work Scale
(Cook & Wall, 1980) assessed trust in peers and management personnel. Two
subscales of the Organizational Commitment Questionnaire (Meyer, Allen, &
Smith, 1993) measured continuance and affective commitment. All of the stUdy
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instruments were reported to have strong intemal consistency. The findings
indicated that most respondents rated their work environments as moderately
empowering, with access to opportunity and resources greater than access to
information and support In addition, respondents reported moderate informal
but low formal power in their jobs, had moderate overall trust in their peers but
low trust in management personnel, and were higher on continuance (Le.,
balancing benefits of staying with consequences of leaving) than affective (i.e.,
emotional attachment and involvement) commitment. Study variables were not
significantly influenced by personal characteristics (Le., gender, age, years of
experience, and education level). The author acknowledged the limitations of
using a cross-sectional design.
Using qualitative data obtained from a subset of nurses (n = 230)
participating in a provincial-wide survay, Laschinger at af. (2001) investigated
the perceived impact of restructuring on working conditions in Ontario hospitals.
The most frequent concerns related to quality of wor1<.life (i.e., increased
workload, casualization, job insecurity, and overemphasis on cost constraints;
and, decreased career opportunities, financial rewards, support for continuous
learning, and job satisfaction). The negative impact of system changes (Le.,
reduction in available resources, inadequate staff and skill mix levels, increased
safety issues, and increased cross-sharing of personnel) on the quality of patient
care was a second major theme. Strained relations with management (i.e., lack
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of support. positive feedback. and recognition; inadequate information flow about
system changes; increased reliance on an authoritarian style; preoccupation
with finances; mistrust; and reduced accessibility subsequent to role changes)
was another common theme. The final theme. cumulative impact of work
conditions on feelings and attitudes, captured the interactive effects of the first
three themes on provider outcomes (i.e., increased burnout and low morale:
increased stress, anxiety, and worries; decreased loyalty/commitment; declining
physical health; and greater turnover/intent to leave). The authors concluded
that the concerns expressed by study nurses support a growing sense of
powerlessness and increasing dissatisfaction with the quality of worklife.
Using focus groups and face·to·face interviews, Blythe et al. (2001)
examined the impact of restructuring (i.e., downsizing, unit and program
mergers, and redeployment of staff) on registered nurses (n =49) and licensed
practical nurses (n = 10) employed in three hospitals in Ontario. Following
thematic analysis, the data were collapsed into three major categorizes (Le.,
fragmented, distant relations; increased unpredictability and uncertainty; and
disembowelment or loss of control) which included relevant information for the
individual, the nursing team, and the organization. At the individual level,
respondents reported greater imbalances between wor1< and home life (e.g.,
decreased energy to deal with family issues. loss of relationships with former
colleagues, increased conflict and resentment among staff due to bumping and
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redeployment, etc.), increased feelings of uncertainly (e.g., job insecurity,
decreased career opportunities, financial concerns, elc.), and decreased control
over their work (e.g., less efficient and confident working in unfamiliar practice
settings; inability to meel professional/personal standards of care; concerned
about safety issues and limited time for dealing with patients' psychosocial and
spiritual needs; low staff morale and feelings of powerlessness, elc.). As well,
respondents noted that job changes created disruptions (Le., loss of both junior
and experienced staff, greater use of registered practical nurses, and reduced
middle management), negatively influenced interactions, increased uncertainty,
and increased job responsibilities for the entire nursing team, At the
organizational level, respondents felt that they had little input into restructuring
policies, believed the organization was more focussed on finances than patient
care, and felt relations had deteriorated between management and nurses (i.e.,
less communication, fewer channels to communicate nursing concems to senior
administration, and inadequate information about and support for planned
restructuring initiatives, especially job change). In short, these nurses felt
devalued, were distrustful of the organization, were disinclined to give extra of
themselves to the organization, reevaluated their commitment to the
organization, and felt that employer violations of psychological contracts
increased their awareness of being powerless.
Baumann et al. (2001) examined registered nurses' (n =1,453) and
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registered practical nurses' (n =209) perceptions of job change (Le., new role,
new unit, or new hospital) as a result of restructuring (i.e., downsizing and
merging of facilities) in two large teaching hospitals in Ontario. The AJN Patient
Care Survey assessed commitment to the profession, quality of work
environment, and quality of care. Additional researcher-developed scales were
used to measure team effectiveness, participation in redeployment planning, and
job change experiences. The Organizational Commitment Questionnaire (CCQl
(Mowday, Steers, & Porter, 1979) was used to measure organizational
commitment. Most respondents reported increased workloads, higher patient
acuity, and more patient/family complaints. There was also less time available
for teaching patientslfamilies, providing basic care and comfort, interacting with
patients, and documenting patient care. Approximately one-half of the nurses
had experienced job changes within the past four years. Comparatively, nurses
who had changed jobs felt less able to meet professional standards of care, and
had less time to provide basic nursing care, to adequately document care and 10
talk with and comfort patients than those who had not changed jobs.
Furthermor(;, nurses in the job change group were more likely to perceive
greater increases in workload, patient acuity, patient/ family complaints,
unexpected re-admissions, and medication errors than those who had not
changed jobs. Within the job change group, 41.5% had moved to a new unit,
30.1% had moved to a new hospital, and 28.4% had assumed a new role on Ihe
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same unit. Nurses who had moved to a new hospital experienced more grieving
and were less committed than those who had moved 10 a new unit or remained
on their unit in a new role. Significantly, nurses assuming a new role within the
same unit felt more part of the health care team, rated the team's effectiveness
higher, and perceived less need for new knowledge, new skills, or a
comprehensive orientation than nurses moving to new units or new hospitals.
Summ.ry. The findings from the studies reviewed indicated that there
has been a significant reduction in the nursing workforce employed in acute care
settings. There is an increasing research base that suggests nurses are
perceiving many of the changes associated with downsizing in a negative light
Specifically, negative impacts were reported for the work environment (e.g., skill·
mix, staffing reductions, stress, co-worker support, etc.), job-related factors (e.g.,
job security, workload demands, decision-latitude, empowerment, etc.),
standards and quality of care (e.g., time for basic care requirements, ability 10
meet professional standards, continuity of care, etc.), patient safety, and nurses
attitudes and behaviors.
R..engin..ringJResrructuring
Re-engineering and restructuring are also common approaches adopted
by hospitals. Re-engineering is accomplished by re-thinking work processes
with the aim of achieving efficiencies in care delivery (i.e., reducing labour cosls,
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changing skill-mix, cross-training staff. shortening length of slay, and introducing
client-focus care through multidisciplinary learns). Restructuring involves
revisiting the strategic focus of an organization with the goal of providing a full
range of services across the continuum of care. Efficiencies are gained through
inler.-organizational arrangements, strategic alliances, and identifying programs
to be dropped or added based on their ability to provide essential services (Leat!
at aI., 1997).
The discussion is divided into two sections The first section examines
study findings on the perceived impact of palient-centered care on job-related
and work environment factors, as well as work-reJated attitudes. The second
section examines study findings dealing with the perceived impact of nursing
professional practice models on this same group of factors.
Patient-.centered carelprognJm IUnagement. Variant processes or
methods have been adopted by organizations to facilitate restructuring or re-
engineering of delivery systems. Monaghan, Alton, and Allen (1992) presented
a synopsis of the different types of program management models described in
the literature. One model retains the traditional management structure but
focuses on identifying programs for marketing, strategic planning and budgeting
purposes. A second model integrates a programmatic design within a matrix
structure. In this model, services are coordinated through vertical and horizontal
reporting relationships, and staff report to both a department and program
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manager. The third model eliminates the traditional departmental structure,
decentralizes responsibility fO( service delivery to specific clinical programs, and
creates a program management position for coordinating care delivery and
supervising clinical staff. With this type of model slaff may have 10 report to a
manager from a different discipline, thus appropriate measures (i.e., professional
practice model) must be implemented to monitor professional practice standards.
Researchers have examined the impact of palient-centered care on job·
related and work environment factors (e.g., interdisciplinary coordination and
interactions, decision-making, autonomy, co-worker and supervisor support,
organizational climate, etc.), organizational and patient outcomes (e.g., costs,
resources, quality of care, patient satisfaction, etc.), and providers' wori<.-related
altitudes (e.g., job satisfaction, organizational commitment, etc.). The following
review is restricted to staff perceptions of the impact of re-engineering
approaches on select aspects of the job and wori<. environment, and personal
and co-worker altitudes and behavioral intentions. Conflicting findings have
been reported on the effects of patient-centefed care on job-related and work
environment variables, and work-related attitudes (Bryan et at, 1998; Eftken &
Stetler, 1997; Pillar & Ja~oura, 1999; Seago, 1999).
Using a formative-evaluation design, Eftken and Stetler (1997)
investigated the impact of a palient-centered redesign program (i.e., redesign of
organizational systems, collaborative practice, and information systems) on
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intermediate outcomes (i.e., staff and consumer satisfaction, continuity, and
critical roles), and quality and cost outcomes in an acute care hospital. Multiple
data sources (i.e., managers, staff, patients, and physicians) and methods (i.e.,
interviews, surveys, standardized tools, and researcher-developed items) were
used during data collection (i.e., prior to redesign and two year intervals post-
implementation). The findings indicated that bolh staff and managers felt Ihat
the organizational cullure had become more patient-centered, more reflective of
decentralized decision making, and more conducive for creative thinking. tn
addition, there was evidence of more efficient operational systems (e.g., billing,
admitting, materials delivery, etc.), improved coordination and consistency of
patient-related assignments, more satisfied consumers and staff, and greater
managerial feelings of being involved in decision-making and encountering less
barriers to job performance. Significantly, units with more innovative and
complete redesign of organizational systems, collaborative practice
environments, and information systems were more likely to evidence higher staff
and consumer satisfaction. As well. greater redesign of Ofganizational and
information systems depicted moderate 10 strong correlations with greater
achievement of critical role components (i.e., critical paths and clinical
protocols), while the presence of a more collaborative practice environment was
moderately associated with greater continuity of care. Despite the positive
movement towards quality outcomes (e.g., more positive ratings of hospital
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services by patients; improvements in select clinical outcomes, etc.), most
redesign measures and intermediate outcomes did not significantly impact
quality. The only exceptions were the positive impacts of organizational
redesign and critical pathways on costs. The authors acknowledged the
limitations of study instruments and the generalizability of findings. and the
importance of ongoing evaluation.
Bryan et at (1998) used a quasi-experimental, longitudinal/repealed
measures design to evaluate the impact of hospital restructuring prior 10
restructuring and at six monthly intervals. The Nurse Job Satisfaction Scale
(Torres, 1988) assessed satisfaction, the autonomy sub-scale of the Job
Characteristics Inventory (Sims, Szilagyi, & Keller, 1976) measured
independence in practice, and a researcher-developed scale assessed
nurse/physician collaboration. All instruments were reported to have good
reliability. The findings indicated that job satisfaction improved at 6 months,
returned 10 baseline at 12 months, and then improved significantly al1e months
Comparatively, perceived collaboration with physicians (i.e., communication and
shared responsibilities) imprOVed at6 months, stabilized between 6 and at 12
months, and increased substantially between 12 and 18 monlhs. There were no
significant differences in nurses' perceptions of autonomy over the 18 month
period.
Seago (1999) reported on the results of a two·year longitudinal,
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prospective study prior 10 and following implementalion of a patient-focussed
nursing care delivery system in a large university teaching hospital. The non·
probability sample consisted of registered nurses (n =199, 116, and 80),
physicians (n = 183, 119, and 1001, palient care/support assistants (n =59, 23,
and 15), and managers (n =53, 37, and 29). The Karasek's (1985) Job Content
Questionnaire (JCQ) assessed a number of job.related factors (i.e., decision
latitude, psychological and physical work demands, job security, opportunities
for creativity, social support, co-worker and supervisor support, relations with
clients. recognition, and job dissatisfaction). Organizational climate and
collaborative culture were assessed with the Organizational Climate
Questionnaire (Duxbury, Henly, & Armstrong, 1982) and the Hospital Culture
Scale (Klingle, Burgoon, Afifi, & Calister, 1995), respectively. Registered
nurses, support staff and managers reported few changes on most job-related
variables. The findings indicated that both managers and physicians felt that the
collaborative culture had decreased. As well, there was a significant increase in
the job dissatisfaction of both registered nurses and support staff. While
registered nurses believed that supervisors gave them greater consideration.
support staff experienced a significant decrease in skill discretion. The author
concluded that study findings demonstrated the limited impact of the new
delivery system on provider and organizational outcomes, but acknowledged
that the low response rate and additional organizational changes (i.e., mergers)
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during data collection could have compromised the findings.
Using a quasi-experimental, repeated measures design, Pillar and
Jarjoura (1999) evaluated the impact of hospital re-engineering on the nursing
staff and quality of nursing care at six month intervals over a one year period
(i.e., prior to introducing patient-focused care and twice post-implementation).
Data were collected from a random sample of registered nurses (n = 67)
surveyed at all time periods, and three independent random samples for each
survey lime (n = 55, 43, and 45, respectively). Authority or legitimate power was
measured with an , a-item summated rating scale developed by Blanchfield
(1992), and the ability to engage in autonomous decision-making with the
autonomy subscale of Stamps and Piedmont's (1966) Index of Work Satisfaction
(IWS). A researcher-developed instrument assessed the staffs acceptance of
the new model (i.e., commitment to patient-focussed care) and satisfaction with
their ability to deliver quality care. All of the scales were reported to have
moderate to high levels of internal consistency and stability. The findings
revealed that no significant differences between the panel and independent
samples on any of the study variables. Re-engineering efforts were not found to
significantly impact perceived authority and autonomy, commitment 10 patient-
focused care, and satisfaction with the quality of care on the study units over
time.
Professional practice models. Many of the reform initiatives
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implemented by hospitals ha\l8 negative consequences for nursing in the short
term (e.g., increased woO< loads, decreased staffing levels, altered skfll mix,
increased use of unlicensed personnel, etc.). One exception is the introduction
of professional practice models. Magnet hospitals serve as exemplars for
establishing excellent nursing practice environments which have led 10 positive
patient and staff outcomes (Havens & Aiken, 1999; Scott, Sochalski, & Aiken,
1999). Research studies of magnet hospitals identified autonomy and control
over clinical practice as significant factors influencing job satisfaction and
productivity (Scott at aI., 1999). Study findings also revealed that these
hospitals consistently demonstrate the core attributes inherent to any nursing
practice model: 1) professional autonomy over practice, 2) control over the
practice environment, and 3) effective communication among nurses, physicians,
and administrators (Havens & Aikens, 1999).
There is limited research supporting the effectiveness of different types of
professional practice models. Several studies were identified that examined the
impact of work redesign on provider outcomes. Many of Ihese studies
investigated the pros and cons of introducing shared governance models in
acute care settings. This type of professional practice model uses team-building
as its foundation, and emphasizes more autonomous decision·making while
delivering care. Although it is conjectured that greater individual and
professional autonomy enhances satisfaction and commitment, research findings
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are inconsistent on the positive impact of shared govemance models on job-
related and work environment factors (Anthony, 1999; Best et aI., 1997;
Kennerly, 2000; Westrope et al., 1995). Conflicting findings have also been
reported for the impact of professional practice models on work related attitudes
(Besl et al.; Hastings & Waltz, 1995; Kennerly; Weslrope et al.).
In a prospective, longitudinal study of nursing staff working on 52 units
within facilities under the University of Maryland Medical Centre, Hastings and
Waltz (1995) examined the job satisfaction, organizational commitment. turnover
intent and perceived effectiveness of the work environment in a sample of siaff
nurses prior to (N =707) and two years after (N =863) implementation of a
professional practice partnership model. ModeJ implementation was evaluated
with the researcher-developed Partnership Readiness Scale (Le., staff
preparation for model implementation), and the Partnership Perception Scale
measured staff perceptions of partnership functioning at the unit level. Job
satisfaction was measured with the MMSS and Hackman and Oldham's (1980)
General Job Satisfaction (GJS) scale; organizational commitment was assessed
with the OeQ: and turnover intent with the Michigan Organizational Assessment
Questionnaire. The University of Maryland Medical System Features
Questionnaire assessed staff opinions about select aspects of employment and
the work environment. AU scales were reported to have well.established
reliability and validity. The findings indicated that staff nurses were generally
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positive about the intent and worthiness of the partnership and the unit system of
care delivery. At both time periods. respondents were committed to their
organizations, were slightly inclined 10 stay with current employers, and were
slightly satisfied with their jobs. No significant changes were observed over time
in job satisfaction, organizational commitment, or inlenlla leave. As well, there
were no significant effects observed for select personal characteristics (i.e., age,
education level, and organizational tenure) on any of the outcome variables.
In a longitudinal study of nursing staff, Westrope el at (1995) evaluated
the impact of shared governance on the work challenges, work meaningfulness,
commitment, and turnover of staff nurses before implementation (N =387), early
implementation (N =360). and mid-implementation (N =292) in a tertiary care
teaching facility. Standardized instruments were used to measure shared
govemance (i.e., control over practice), work challenge (i.e., decision saturation
or involvement in decision-making at the unit and organizational level), and
commitment (I.e., loyalty to the organization). Meaningfulness or work
importance was measured in terms of task identity (i.e., perceived role
importance and change in role importance), job involvement (i.e., individual
identification with and attachment to job, and degree of job motivation and
reward), and job satisfaction (i.e., general satisfaction and satisfaction with
interactions and quality of care). Most respondents reported having moderate
responsibility for influencing nursing practice at the three data collection periods.
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The findings also revealed non-significant changes in work challenges (i.e.,
somewhat involved in unit decisions but less involved in organizational decision-
making). As well, nurses were generally committed to the organization, but
significantly more so at mid-implementation. While most respondents believed
that others perceived their role as being important, they did not believe that
nurse colleagues or other health care providers perceived nursing's rote as
being more important than one year earlier. As well, most nurses reported high
job involvement and moderate satisfaction with interactions al both lime periods.
However, they tended to be significantly more satisfied with job enjoyment and
the quality of care across the three data collection periods. Finally, the turnover
rate steadily decreased from 19% to 6% over time.
In a longitudinal study, Best et al. (1997) investigated the impact of a
"Healthy Hospital~ project designed to improve participatory decision-making for
all slaff. Data were collected from registered nurses and allied professionals at
baseline (n = 164 and 116. respectively). Additional data were collected at one
and two years post·implementalion from nurses (n =102 and 82, respectively),
support staff (n =105 and 97, respectively), and allied professionals (n =112
and 68, respectively). As well, dala were collected twice during project
implementation through focus groups (i.e., random sample of slaff to identify
needs) and semi-structured interviews (Le., members of the project steering
committee to identify lessons learned). The JCa was used to measure job
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stress along four dimensions (I.e., psychological job demands, decision latitude,
social support. and hazardous exposure). The MMSS was used to assess job
satisfaction. The Work Environment Scale (Abraham & Foley, 1984) assessed
relationships (i.e., involvement, peer cohesion, and supervisory support),
personal growth (i.e., autonomy, task orientation, and work pressure), and
system maintenance and change (Le., clarity, control, innovation, and physical
comfort). The Organization-Based Self Esteem Scale (Pierce, Gardner,
Cummings, & Dunham, 1989) was used to measure work-related self-esteem.
All of the study scares were reported to have good reliability. Despite some
inconsistencies, overall stress levels improved for nurses, the support staff, and
allied professionals. Specifically, job demands, decision latitude, and social
support increased significantly from baseline to one year implementation and
then stabilized for the nursing group. While decision latitude increased
significantly over time for the allied professionals, significant increases in job
demands and social support only occurred between times 2 and 3. Finally, the
support group evidenced significant increases in decision latitude, job demands,
and social support between times 2 and 3. Although the nursing group
evidenced significant changes between baseline and year one for overall job
satisfaction, global self-esteem, and select satisfaction factors (Le., familylw"ork,
interaction, professional opportunities, and control/responsibility), previous gains
were either maintained or lost by times 3. Similar inconsistencies were observed
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for the work environment variables (i.e.. innovation, physical comfort. control,
relationships. and system maintenance and d'lange). Finally. the focus group
results emphasized that program priorities should focus on improving
communications and enhancing participatory decision-making. A common
perception was that only moderate progress had been made toward developing
a participatory management culture. with levels of management not visibly
committed to this style of decision-making.
Using a descriptive correlational design, Anthony (1999) investigated the
influence of decentralization and professional expertise on participatory
decislon-making (Le.. caregiving and unit operation) in a stratified random
sample of nurses (N = 300) wonting on medical-surgical units in an acute care
hospital in Cleveland, Ohio. The Job Authority Scale (Van de Yen & Ferry,
1980) was used to measure decentralization. A researcher-developed scale
assessed whether or not nurses had been told by their peers thai they were
professional experts. A researcher-developed scale. Partidpation In Decision
Activities Questionnaire. assessed dedsion-making along three dimensions (I.e..
identification, design and selection). All of the study instruments were reported
10 have acceptable reliability. The findings indicated that nurses believed thai
they had considerable authority in job·relaled decisions. While only a slight
majority of nurses had been laId Ihal they were experts (52.3%), most of those
had longer unit tenures. As well. respondenlS reported some participation in all
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aspects of caregiving deeision-making, but limited participation in decisions
related to unit operation. Contrary to expectations, degree of decentralization
and expertise were found to only exert a minimal effect on participation in
caregiving and unit operation decision-making.
Using a quasi-experimenlal, repeated measures design. Krugman and
Preheim (1999) investigated the impact of a professional nursing practice model
on the quality of nursing documentation and the job satisfaction and autonomy of
staff nurses (n =245, 272, and 330) working in a Colorado leaching hospital.
Experimental units undergoing redesign were compared with control units al
baseline and two and four years post implementation. Job satisfaction was
measured with the MMSS, and autonomy with the Nursing Activity Scale
(Schutzenhofer, 1987). A researdler-developed audit 1001, based on
institutional and accreditation criteria, was used to review 233 medical records to
determine the quality of nursing dowmentation. The findings indicated no
significant change c....c:- !i~ in nurses' overall job satisfaction for both the
experimental and control units. However, nurses who worked straight shifts and
had a baccalaureate or higher degree of education were significantly more
satisfied with their jobs Ihan their counterparts who worked a shift rotation and
had an associate degree or diploma level education. With regard 10 specific
satisfaction domains, nurses working on the control unils reported greater
satisfaction with control and responsibility, praise and recognition, coworkers,
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and interaction opportunities than their counterparts on the experimental units at
two years post·implementation. Between baseline and four years post-
implementation, significant decreases occurred in nurses' satisfaction with
extrinsic rewards, control and responsibility, scheduling, and professional
opportunities. In addition, nurses working on the control units demonstrated
higher autonomy scores than their counterparts on the experimental units at
baseline. Although nurses' autonomy scores remained unchanged over time for
the control unit, lhose of the experimental unit nurses increased significantly
after two years but experienced a significant decline after four years. Finally, the
control units demonstrated more complete nursing documentation than the
experimental units at all time periods.
Using a prospective, longitudinal design, Kennerly (2000) examined staff
perceptions of work and the work environment prior to and at six·month intervals
post-implementation of a shared govemance model in a Midwestern hospital in
the U.S. Several standardized instruments were used to monitor changes in
autonomy, job satisfaction, organizational commitment, peer leadership,
perceived conflict, role ambiguity, role conflict, and turnover. The findings
revealed low levels of role ambiguity and role conflict, moderate to high fevels of
autonomy. and high levels of job satisfaction, perceived effectiveness, and
organizational commitment before and after model implementation. Although
implementation of the shared governance model was not found to significantly
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effect any of the study variables, higher ratings of the work group's effectiveness
were consistently and strongly correlated with grealer job satisfaction. greater
perceived autonomy, and lower interpersonal conflict across all lime periods.
The author concluded that failure of the model to exert a positive impact on
perceived autonomy could be a function of the complex interplay among
environmental and personal factors in a delivery system dominated by team·
based decisions
Summary. Study findings suggest that wor1<. redesign initiatives have
demonstrated minimal 10 no effect on provider outcomes. Inconsistent findings
(i.e., positive and negative effects) were observed in the longitudinal studies
investigating the impact of patient-centered care, Similar inconsistencies were
noted in longitudinal studies examining the impact of professional practice
models.
Summary
Research studies have focussed primarily on evaluating the impact of
downsizing, patient-focussed care, and professional practice models on provider
outcomes. Despite major investments in organizational change, there are
inconsistent findings on the impact of reforms on job-related factors, the work
environment, and the altitudes and behaviors of staff nurses. Based on the
current review of studies, the findings suggest that regionalization and
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downsizing initiatives are much more likely to exert a negative impact on slaff
nurses attitudes and perceived quality of care than organizational redesign
strategies (Le., re-engineering and restructuring). Of particular significance
were the study findings on nurses' perceptions of the impact of regionalizationJ
downsizing on key job-related and work environment faclors (e.g., decreased job
influence and job security, increased workload/demands, decreased co-worker
and supervisor supports, increased stress, decreased quality of care, etc.). The
evidence also suggests that fe-engineering measures, designed to buffer the
impact downsizing on providers, not only failed to do so but in some instances
actually augmented the negative impact of other reforms. Further research is
required to examine the long-term effects of extensive health care reforms on
provider outcomes.
Factors Influencing Provider Outcomes
Several causal models of turnover behavior have been developed to
explain the separate and interactive effects of determinants (i.e., job-related and
work environment factors), work-related attitudes (I.e., job satisfaction, work
satisfaction, organizational commitment, etc.), behavioral intentions, and
personal characteristics or correlates on tumover (e.g., Alexander et al., 1998;
Curry, Wakefield, Price, Mueller, & McCloskey, 1985; Mueller & Price, 1990;
Mobley, 1982; Mobley et aI., 1979; Mowday, Porter, & Steers, 1982;
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Parasuraman, 1989; Price & Mueller. 1981, 1986). Most of these integrated
models postulate that determinants exert a direct effect on attitudes, but only
indirectly influence behavioral intentions and actual turnover through attitudinal
stales. There is some empirical data supporting the major premises of these
models.
Although the construct of psychological contract violation was highlighted
in the literature in the 19705, it has recenlly received renewed attention in the
business literature. Turnley and Feldman (1998, 1999) proposed an integrated
causal model that depicts psychological contract violation as consequences of
alterations in job-rerated and work environment factors. The intensity of contract
violations are believed to be moderated by situational factors and personal
characteristics. There is also some empirical support for the impact of
psychological contract violation on job satisfaction, organizational commitment
and intent to engage in ,iob search or quit.
The following sections summarize research findings on jot>-felated and
WOfk. environment factors influencing psychological contract, job satisfaction,
organizational commitment, and intent to stay/leave. Consideration is also given
to the interrelationships among work-related attitudes and behavioral intentions,
as well as the effect of personal characteristics on both attitudes and behaviors.
The review of relevant studies is organized according to major study variables.
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PSychologic.' Contract Viol.lions
Psychological contracts refer to personal beliefs about the terms and
conditions of a reciprocal agreement between employees and employing
organizations (Morrison & Robinson, 1997; Robinson & Rousseau, 1994:
Rousseau, 1990). Psychological contracts differ from other types of contracts in
that employee and employer obligations are defined from the employee's
perspective (Robinson & Rousseau, 1994). Employees' beliefs that they owe
the employer certain obligations (e.g., hard work., loyalty in exchange for future
promises, etc.) in retum for certain inducements (e.g., high pay, job security,
promotion, etc.) are the basic tenets of the psychological contract.
Psychological contracts are categorized as either transactional or
relational. Transactional contracts are usually short-term and typically involve
specific monetary eJl:changes over a definite time period. In contrast, relational
contracts are characterized by a long-term commitment, hard work and loyally by
the employee in exchange for job security, training, development, and promotion.
A psychological contract violation occurs when either the employee or employer
fails to fulfill promised obligations (Morrison & Robinson, 1997; Robinson et al.,
1994; Robinson & Rousseau, 1994). Such contract violations constitute a
breach of trust and create a sense of wrongdoing and betrayal which have
widespread implications for the employment relationship.
Studies examining the impact of major system reforms on employees'
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perceptions of psychological contract violations are quite limited and non-
existent in the health care field. The following discussion presents an overview
of research findings on job-related and work environment factors found to
influence implied contract violations. Empirical evidence is also presented on
the consequences of contract violations and situational mediating variables
Environmental conditions and contnlc' violations. Rousseau (1990)
investigated the beliefs regarding employment obligations of graduating fuJi-time
masters students from a Midwestern management school (N = 224) who recently
had accepted job offers. A researcher-developed questionnaire measured: a)
careerism or the expectation of changing employers frequently during one's
career (0 =.78), b) the extent to which recruits desired a job with a specific
organization (0 = .80), c) expected tenure with an organization, and d)
employees' perceptions of personal and employers' obligations. The findings
suggested that individuals' perceptions of employer and employee obligations
during recruitment are consistent with two distinct types of psychological
contracts (i.e., transactional or relational). Consistent with transactional
contracts, employer obligations (Le.. high pay. merit pay, training, and
development) were significantly related to employee obligations (i.e.. overtime,
volunteering for non·required roles, advance notice of termination, and no
pressure for company loyalty). In contrast, relational contracts evidenced
significant associations between employer obligations of job security and
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employee loyalty and commitment to a minimum length of stay. When
employees' perceived transactional contracts, there was a greater tendency to
view current jobs as short·term and important steps to career advancement.
Conversely, employees' perceptions of relational contracts were associated with
a greater tendency to support longer organizational and current job tenures.
In an exploratory longitudinal study, Robinson et ai, (1994) investigated
changes in perceived employee and employer obligations and the impact of
contract violations on such obligations in a sample of alumni from a MBA degree
program 3-weeks prior to graduation (n =224) and after 2·years of employment
(n =215). A researcher-developed instrument, based on interview data from
personnel and human resources managers, assessed employer obligations (Le.,
advancement, high pay, merit pay, training, job security, development, and
support) and employee obligations (Le., overtime, loyalty, volunteering for non-
required roles, advance notice of termination, willing to accept transfers, refusing
to support competitors, proprietary protection, and minimum of a 2·year stay).
Contract violation was measured with a single item (Le., how well employers
fulfilled obligations). Test-retest analysis confirmed the strong reliability of all
study instruments. Factor analysis confirmed the construct validity of the
instrument measuring perceived obligations (i.e" two distinct types of employee
and employer obligations· transactional and relational). The findings also
indicated that employees' perceived obligations to employers significantly
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decreased over time, while employees' perceptions of their obligations to
employers significantly increased. While perceptions of employer violations of
implied contracts were found to exert a strong negative affect on employee
transactional and relational obligations, they did not significantly alter
perceptions of employer transactional and relational obligations.
Robinson and Rousseau (1994) examined how employers fail to fulfill
promises in a sample of MBA alumina graduates (N = 209). A single·item was
used to assess the degree to which employers had fulfilled perceived
obligations. Respondents who indicated that .... iolations had occurred were also
asked to describe their experiences. The majority of respondents (58.9%)
indicated that they had experienced at least one instance of contract violation by
employers. Content analysis of the data revealed ten distinct categories of
violations (i.e., training/development, compensation, promotion, nature of job, job
security, feedback, change management, responsibility, representation of
employees, and other). The findings suggested that violations occurred mostly
in areas associated with human resource management (i.e., compensation,
training/development, and promotion). Finally, employees wtlo tried to remedy
the perceived breach were more likely to report higher levels of contract
fulfilment than those who failed to take remedial action
Turnley and Feldman (1998) examined the impact of organizational
restructuring/downsizing on perceptions of psychological contract violations in a
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sample of managers and executives (N =541) in several settings (Le., bank,
slate agency, and alumni of a graduate business school). A researcher-
developed scale was used to assess overall violalions and discrepancies in
rewards and commitments. Sixteen job factors, consisting of both monetary and
non-monelary aspects identified by Rousseau (1990), were also rated from -2
(received much more than promised) to +2 (received much less than promised)
to assess the specifics of perceived violalions. Researcher-developed one item
scales with dichotomous ratings (i.e., high and low) were used to assess factors
mitigating responses to violations (i.e., procedural justice or fairness of
organizational decision-making policies. likelihood of future violations, and
quality of work relations with supervisors and colleagues). The findings revealed
that one-quarter of the managers experienced psychological contract violations.
The qualitative comments indicated that managers varied on what constituted
such violations. If the situation was appraised to be within employers' control
(i.e., deliberate or unnecessary), then employees' were more likely to perceive
that violations had occurred. As well, managers subjected to major
organizational restructuring were much more likely to report contract violations
than their counterparts in more stable organizations. Specifically, managers
working in firms with greater restructuring were significantly more likely to
identify problems with job security, input into important decisions, opportunities
for advancement, health care benefits, power, and responsibility than their
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counterparts in more stable firms. Finally, managers who perceived high
procedural justice (i.e., fairness in layoffs, pay raises, and promotions), low
likelihood of future violations, and more positive relations with supervisors and
co-workers were significantly less likely to report contract violations.
In a follow·up study, Turnley and Feldman (1999) examined group
variations in psychological contract violation. A fourth group of expatriates and
managers in international business (n = 263) were added to the original sample
(n = 541). Study instruments were similar to those used in the Turnley and
Feldman (1998) study, with the exception of scale modifications for the
mitigating variables (Le., incorporation of additional items and use of 4 and 5
point rating scales). The findings indicated that managers working in
organizations with the most downsizing and restructuring (i.e., bank and state
agency) reported higher levels of psychological contract violations. Those
managers were also more likely to identify violations of job security,
compensation benefits (i.e., differences between promised and actual pay
raises, salaries, and bonuses), and advancement opportunities than their
counterparts working in more stable firms. With regard to the mitigating
variables, most respondents were able to identify attractive employment
alternatives, felt that the extemal environment was largely responsible for
violations of implied contracts, and believed that organizational policies dealing
with layoffs and termination were fair. Finally, lower levels of contract violations
58
were significantly associated with greater justification for the organization's
actions and greater external environmental control.
Consequences of contne' violations. There is some empirical data on
what happens to employees who experience a contract violation. Researchers
have investigated the impact of contract violations on job and organizational
satisfaction, lrust, intent 10 stay, and turnover (Robinson & Rousseau, 1994),
while others have explored their impact on exit, voiced objections, loyalty, and
neglect behaviours (Turnley & Feldman. 1998. 1999). Consideration has also
been given to situational faclors thai may buffer the impact of contract violations.
In a longitudinal, prospective study of a sub-sample of MBA aUumni
graduates (n =96), Robinson and Rousseau (1994) examined the impact of
psychological contract violation on select outcomes (i.e., trust, job and
organizational satisfaction, intent to remain, and turno....er). Researcher-
de....eloped scales assessed careerism orientation, trust in employers,
satisfaction with work and the organization, employers' fulfilment of obligations,
intentions to remain, and turnover. Factor analysis confirmed the
unidimensionality of each scale. and acceptable internal consistencies were
deri ....ed for the careerism, trust, and satisfaction scales. The findings indicated
that slightly more than one·half of respondents felt thai employers had failed to
fulfill perceived contract obligations. In support of the study's hypotheses,
greater psychological contract violation was strongly associated with less
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employee trust, job and organizational satisfaction. and current intentions (i.e.,
at follow-up) to remain with the organization. As well, higher levels of implied
centrad. violations were moderately associated with greater turnover. During
regression analysis, contrad. violations accounted for 16% of the explained
variance in intent to remain. Significantly, careerism was only found to moderate
the relationship between implied contract vlolalions and Irust
Turnley and Feldman (1998,1999) investigated possible consequences of
psychological contract violation, as well as moderators of the impact of violations
on the direction and intensity of consequences. It was proposed that employees
would respond to contract violations by increased exit attempts, increased
voicing of concems 10 superiors. decreased loyalty with regard to affective
commitment and defending the organization to outsiders, and greater negled: of
job responsibilities. II was further hypothesiZed that certain situational factors
(e.g.. available alternate employment opportunities, procedural justice. etc.)
would moderate the effect of perceived violations on outcomes. A summary is
presented of the studies designed 10 test these hypotheses.
Tumley and Feldman (1998) investigated consequences of psychological
contract violation in a sample of managers and executives (N = 541) in several
settings (Le., bank, state agency. or alumni of a graduate business school).
Several instruments and scales, with strong internal consistency, were used to
assess consequences (i.e., increased exit attempts, more voiced objections,
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decreased loyalty, and greater neglect). The findings indicated that higher
levels of psychological contract violations were significantly associated with
lower levels of loyalty and greater exit attempts, voiced objections, and negrect
behaviours. As well, managers wor1<;ing in restructuring firms were significantly
more likely to intend to quit, to engage in job search behaviours and 10 be less
loyal than theif counterparts in more stable firms. Finally, managers who
perceived a high degree of procedural justice. low likelihood of future violations,
and good working relationships with supervisors and co-workers were
significantly more likely to remain committed to their organizations, and less
likely to perceive implied contract violations, to inlend to quit or engage in job
searching, and to engage in voice or neglect behaviours
In a subsequent study, Turnley and Feldman (1999) reassessed the
empirical soundness of the relationships among psychological contract violation,
moderator variables, and consequences of violations. The findings indicated
that the higher the level of perceived contract violations, the more likely thai
managers would consider leaving the organization, would have engaged in
voicing their objections to upper management, and would have neglected job
pert"ormance activities. Conversely, greater perceived violations were
significantly associated with reduced loyalty to the organization. During
regression analysis, three situational variables (i.e., availability of attractive
employment, justification sufficiency for the violation, and procedural justice)
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were entered into separate predictive equations for exit, voice, loyally, and
neglect. All of the situational variables moderated the effect of violations on exil
behaviours (i.e., high job search when violations were high, justification
sufficiency and procedural justice low. and attractive alternatives available).
Conversely. none of the situational variables moderated the relationship
between contract violations and voice, loyally, or neglect. As well, select
demographic variables (i.e., age, gender, and organizational tenure) were not
found 10 influence psychological contract violation.
Summary. Study findings consistently demonstrated that psychological
contract violation were most often related to training/development,
compensation, and promotion. The findings also suggested that situational
variables (e.g., procedural justice, quality of work relations, extent of
restructuring, etc.) may buffer the impact of implied contract violations. The
implication is that the work environment can enhance or decrease employees'
perceptions of contract violations. Importantly, study findings also indicated that
perceptions of implied contract violations have negative consequences for future
responses (e.g., intent to leave, job and organizational satisfaction, job
performance, etc.). Although inconsistent findings were reported on the impact
of situational moderators, it is apparent that these factors and others warrant
additional research with similar and different P'lpulalions.
'2
Job S.tisfKtion
Job satisfaction is generally characterized as a person's affedive
response to a job (Mowday, Steers, & Porter, 1979: Price & Mueller. 1981,
1986). This construct has been operalionaJized globally and dimensionally.
Global measures assess overall job satisfaction, while dimensional measures
provide infonnation on the degree of satisfaction with specific job components
(e.g., pay, work, co-workers, supervision, etc.) (Price & Mueller, 1986).
In nursing turnover models, job satisfaction is depicted as an intervening
variable, along with inlenllo stay and/or commitment (Alexander at at, 1998:
Curry et al., 1985; Irvine & Evans. 1995; Mueller & Price. 1990; Price & Mueller,
, 986). Job satisfaction has been differentiated from commitment in tanns of ils
volatility. That is, job salisfadion is more responsive to day·lo-day events,
whereas commitment is more stable and reflective of a person's overall loyalty to
an organization (Mowday et at, 1979).
"""'n_lytic study findings. There are l"KJlT\erous studies which have
examined the influence of job-related and work environment factors on
employees' job satisfaction. The most comprehensive overview of influencing
factors is provided by meta-analytic studies of nurses (Blegen. 1993; Irvine &
Evans, 1995).
In a meta-analysis of 48 studies of primarily hospital-based nurses (N =
15.048), Blegen (1993) investigated factors affecting job satisfaction. The
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analysis was restricted to studies that sampled registered nurses providing direct
care, used quantitative analysis, presented an overall job satisfaction score, and
reported bivariate correlations between job satisfaction and job-related and work
environment factors, and personal characteristics. Thirteen variables were
found to significantly correlate with job satisfaction. The results indicated that
greater job satisfaction was strongly correlated with less slress and greater
organizational commitment. In addition, higher levels of job satisfaction depicted
low to moderate correlations with more positive communication with supervisors
and peers, less routinization, and grealer autonomy, recognition, and fairness in
reward distribution. With regard to personal characteristics, less external locus
of control depieted row to moderate correlations with greater job satisfaction.
Finally, older age, less education, more years of experience, and greater
professionalism were observed to exert a minimal effect on greater job
satisfaction. The author concluded that given the multiple factors influencing job
satisfaction, future studies should use analytical procedur:;:~ capable of
documenting the separate and interactive effects of predictor variables.
In a meta-analytic study, Irvine and Evans (1995) used Mueller and
Price's (1990) integrated causal model to examine factors influencing job
satisfaction. The effects of economic (i.e., pay and external employment
opportunity), structural (i.e., job characteristics and work environment), and
psychologicallindividual factors (i.e., age. work experience and organizational
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tenure) were examined, as well as the interrelationships among job satisfaction
to behavioral intentions, and tumover behaviour. Study inclusion criteria was
similar to those used by Blegen (1993). The findings indicated that job-related
and work environment factors depicted moderate to strong relationships with job
satisfaction, whereas economic and psychologica!/individual factors exerted a
minimal or low effect, In particular, greater job satisfaction was associated with
less routinization, greater autonomy and feedback, and lower levels of role
conflict, role ambiguity, and work overload. With regard to the work
environment, greater job satisfaction was significantly correlated with more
effective supervisory relations and supervisor leadership, less stress, and
greater advancement opportunities and participation. As well, greater job
satisfaction was significantly associated with higher pay and lower alternate
employment opportunities. Personal characteristics (i.e., older age, more years
of experience, and greater organizational tenure) exerted a low but significant
effect on greater job satisfaction. Finally, greater job satisfaction was strongly
associated with less intentions of leaving and a greater intent to stay.
In summary, the findings from the meta·analyses of study findings on
health care providers supported the stronger influence of job-related and work
environment factors than personal characteristics on the job satisfaction of staff
nurses. Many aspects of the job and work environment have undergone
significant change that may have far-reaching effects on health care delivery.
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The discussion that follows highlights some key findings from studies conducted
with nurses working in acute care settings at different phases of reform.
E.rly stages of reforms. A few studies were identified from the research
literature Ihat examined health care providers satisfaction levels early in the
reform process but prior to major organizational re-engineering initiatives. The
following review is restricted to those articles not included in the meta-analytic
studies discussed above. While study findings are similar 10 the meta-analysis
results. there is also strong support for the predictive effects of key job-related
and work environment factors (e.g., stress, commitment, role conflict. role
ambiguity, decision latitude, co-worker and supervisor support, control,
empowerment, etc.) on job satisfaction (Brown et al., 1999; Laschlnger &
Havens, 1996; Lucas, Atwood, & Hagaman, 1993; Kroposki. Murdaugh,
Tavakoli, & Parsons, 1999; Tumulty, Jernigan, & Kohut, 1994; Morrison, Jones,
& Fuller, 1997).
Lucas et al. (1993) tested the Anticipated Turnover Model In a sample of
registered nurses (N =385) from public and private urban hospitals in the
southeast United States. Group coheSion and job stress were measured with
the Byrne Group Cohesion Scale (Good & Neilson, 1973) and the modified Job
Stless Scale (Atwood & Hinshaw, 1981), respectively. Organizational and
profeSSional job satisfaction were assessed with the modified Organizational
Work Satisfaction Scale (Hinshaw & Atwood, 1985) and the modified Brayfield
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and Rothe Index of Job Satisfaction (Hinshaw & Atwood, 1980), respectively. All
of the study scales were reported to have strong internal consistency. During
regression analysis. two job-related variables (i.e.. group cohesion and job
stress) and select personal characteristics combined to explain 46% and 50% of
the explained variance in organizational and professional satisfaction,
respectively. Greater group cohesion and less job stress emerged as the
strongest predictors, exerting direct effects on higher levels of organizational
and professional job satisfaction. Most personal characteristics (Le., experience.
critical care, medical surgical, and shift rotation) were found to exert an indirect
effecllhrough either group cohesion or job stress.
Tumulty, Jernigan. and Kohut (1994) investigated the impact of key
aspects of the work environment on the job satisfadion of registered nurses (N =
159) working for a multi-site hospital in the metropolitan area of a southeastern
state in the U.S. Job satisfadion was measured with the IWS. The Work
Environment Scale (Abraham & Foley. 1984) was used to assess relationships
(i.e., involvement, peer cohesion, and supervisor support), personal growth (i.e..
autonomy, task orientation, and work pressure), and system maintenance and
change (Le., clarity, contrOl, innovation, and physical comfort). Both scales are
reported to have good reliability and validity. The findings revealed that nurses
had low levels of job satisfadion, but were slightly positive about most aspects of
the work environment. Respondents were most satisfied with professional
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status, interactions, and autonomy, and least satisfied with organizational
policies, task requirements, and pay. As well, nurses with high levels of job
satisfaction viewed the relationship and system components of the work
environment significantly more positively than their co-workers with low levels of
job satisfaction. No significant differences were noted between low and high
satisfaction levels of nurses for the personal growth component. In addition,
managers were significantly more satisfied than non·managers, and full-time
and part-time staff significantly more satisfied than weekend only staff.
Education level and clinical speciality were nol found 10 influence satisfaction
levels.
Laschinger and Havens (1996) examined the relationship between work
empowerment and control over nursing practice, and work satisfaction and
effectiveness for staff nurses (N =127) employed in two U.S. teaching hospitals
The CWEQ (Chandler, 1986) was used to assess perceptions of access to
sources of work empowerment (i.e., information, support, resources, and
opportunity). The Job Activities Scale and the Organizational Relationships
scales measured formal and informal power, respectively. Gerber's (1990)
Control over Nursing Practice Questionnaire was used to assess work autonomy
or control over practice. Global measures of Bass's Multifaclor leadership
Questionnaire (MlQ) (Bass & Avoli, 1990) were used to assess job satisfaction
and work effectiveness. All scales were reported to have satisfactory reliability
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Because no significant differences were detected on key study variables for the
different sites, the data were aggregated to test proposed hypotheses. The
findings indicated that nurses were moderately empowered, with opportunily
receiving the highest score and access to resources the lowest. As well,
respondents reported having moderate formal and informal power, and a
moderate degree of control over nursing practice. With regard 10 satisfaction
levels, most respondents reported being somewhat satisfied with their jobs
overall, but gave much higher ratings to personal and organizational
effectiveness. Strong positive associations were observed between job
satisfaction and overall wori( empowerment, as well as the individual
components of control over practice and formal/informal power structures The
only factor found to influence satisfaction levels was clinical area, with ctitical
care nurses significantly more satisfied with their work than general
medical/surgical nurses. During regression analysis, overall perceived
empowerment and control over practice combined to explain 51.5% of the
variance in job satisfaction.
Using a descriptive design and a sample (N =275) of all workers (e.g.,
registered nurses, executives, nurse managers, licenced practical nurses,
unlicensed personnel, etc.) employed by a regional health centre in the United
States, Morrison et al. (1997) examined the influence of leadership style and
empowerment on overall job satisfaction. The MlQ assessed transformational
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leadership (Le., idealized influence, inspiration, intellectual stimulation, and
individualized consideration) and transactional leadership (i.e., management-by·
exception and contingent reward). The Psychological Empowerment Instrument
(Spreitzer, 1995) assessed aspects of empowerment (i.e., meaning,
competence, self-determination, and impact), and Warr, Cook and Wall's (1979)
questionnaire assessed job satisfaction. Good to high reliability scores were
reported for all instruments. The findings indicated that allievets of staff were
slightly satisfied, felt moderately empowered. and gave higher overall ratings to
transformation leadership. Greater job satisfaction depicted moderate to strong
correlations with higher levels of transformational leadership, and low to
moderate correlations with higher levels of transactional leadership and greater
feelings of empowerment. As well, greater feelings of empowerment depicted
low correlations with higher levels of transformational leadership. During
regression analysis, empowerment (21%) and transformalionalleadership (25%)
accounted for 46% of the explained variance in overall job satisfaction for the
licensed staff. Comparatively, empowerment (10%) and transformational
leadership (40%) accounted for 50% of the explained variance in job satisfaction
for the unlicensed staff. When transactional leadership was entered into the
regression analysis, it only accounted for an additional 6% and 16% to the
explained variance for the licensed and unlicensed staff, respectively.
In a descriptive correlational study, Brown et al. (1999) examined the
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influence of job-related factors and personal characteristics on the job
satisfaction of hospital workers (N =654) prior to re-engineering initiatives at a
large teaching hospital in Ontario. Data were collected with the same scales
used in the Woodward et at (1999) study. The findings revealed that all levels
of WOf1<ers (Le., designated and non-designated supervisors, and staff) were
moderately satisfied with their jobs and experienced moderate levels of stress.
Greater job stress depicted low but significant correlations with (ower levels of
job satisfaction. During regression analysis, greater co-worker support or
teamwork was the best predictor of greater satisfaction for all groups. As well,
greater role clarity, decision latitude, and supervisor support were also predictive
of greater job satisfaction for staff. Additional predictors of greater satisfaction
for non-designated supervisors included increased decision latitude and lower
job demands, Finally, younger age and less job influence were also predictive of
greater job satisfaction fO( supervisors.
Kroposki et at (1999) used a cross-sectional descriptive design to explore
the relationships among role clarity, organizational commitment, and job
satisfaction, in a sample of registered nurses (n = 409) and other health care
providers (licensed practical nurses, paramedics, etc.) (n = 278) prior to hospital
redesign. The Role Conflict and Role Ambiguity Questionnaire (RiZZO, House, &
Lirtzman, 1970) evaluated role conflict and ambiguity, the OCQ measured
dimensions of behavioural and altitudinal commitment, and the IWS assessed
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job satisfaction. All instruments were reported to have good reliability and
construct validity. No significant group differences were observed for job
satisfaction. Greater job satisfaction depieted moderate to strong associatior,s
with less role conflict and role ambiguity, and greater organizational
commitment. During regression analysis, role ambiguity, role conflict and
organizational commitment combined 10 explain 56% of the variance in job
satisfaction. Role conflict surfaced as the best predictor of job satisfaction.
Organizational level downsizing and re-engineering. Several studies
were also identified that investigated the impact of job redesign on nurses'
satisfaction levels during implementation of major re-engineering initiatives by
different organizations (Johnston, 1997; McNeese-Smith, 1997, 1999; Pyne,
1998; Westrope et aI., 1995). Given the multitude of job-related and work
environment factors examined for their impact on job satisfaction, it was difficult
to make cross-study comparisons.
Using data collected midway through implementation of a shared
govemance model, Westrope et al. (1995) examined the interrelationships
among control over practice, decision saturation, task identity. job involvement,
job satisfaction, and organizational commitment. The findings revealed that
greater job satisfaction was moderately associated with greater control over
practice and greater decision saturation. As well, most components of job
satisfaction were significantly associated with most task identity components.
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Specifically, greater perceived role importance and greater change in role
importance depieted low to moderate correlations with higher levels of
satisfaction with job interactions and enjoyment. As well, greater perceived role
importance depieted low correlations with high levels of satisfaction with quality
of nursing care. Significant [ow to moderate correlations were observed
between greater job involvement and greater satisfaction with the quality of
nursing care, job interactions, and job enjoyment, respectively.
In a cross~sectjonal descriptive study, Johnston (1997) described the
status of nurses' job satisfaction (N =231) in a large acute care hospital in the
southwest United Slales three years post·implementation of a shared
governance system and prior to movement to patient·focussed care. The IWS
was used to measure the relative importance of and current satisfaction with six
woriHelated factors (i.e., pay, autonomy, task requirements, organizational
policies, interaction, and professional status). The reliability and validity of this
scale has been established in previous research. The findings indicated that
pay was the most valued component, followed by autonomy, professional status,
interaction, task requirements, and organizational policies, respectively. In
contrast, professional status was the most satisfying component, followed by
autonomy, interaction, organizational policies, task requirements, and pay.
When the importance and satisfaction ratings were integrated to form a
composite score, the findings indicated that nurses were overall dissatisfied with
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their workplace. The generalizability of the findings is limited because they are
based on the experiences of nurses at one agency.
In a qualitative study, McNeese·Smith (1997) examined the perceived
impact of manager behavior on the job satisfaction of registered nurses' (N = 30)
working in a Califomia-based university affiliated hospital during the
implementation of managed care. Semi·structured interviews were conducted
with nurses working on six nursing units (Le., three with high job satisfaction and
three with row satisfaction levels, but with consistent managers ovef lime).
Content analysis revealed several managerial behaviors that nurses perceived
as influencing their job satisfaction: providing recognition. praise and thanks;
meeting personal needs (e.g., scheduling, considering family needs, flexibility
with illness); providing help and guidance; using leadership skills ( e.g.,
visionary, growth-oriented, empowering, respectful, trusting, supporting
autonomy); and, meeting unit needs and supporting the team (e.g., providing
support, following up on issues, scheduling inservices, etc.). The key behaviors
associated with job dissatisfaction were failing to provide recognition or support,
not following through on issues, and criticizing staff in crisis situations (e.g.,
feeling overburdened and not receiving help or support from the manager, etc.).
Pyne (1998) also examined the influence of the impact of health care
reforms and personal characteristics on the job satisfaction of nurses (N = 298)
six months post-hospital redesign but prior to hospital closure and merger of
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services. The impact variables depicted moderate to strong, positive
correlations with job satisfaction. In terms of personal characteristics. older,
longer position tenured, more experienced. and medical nurses were more
satisfied with their jobs than younger. shorter position tenured. less experienced,
and critical cafe nurses. During regression analysis four impact variables (i.e..
wor1<place condilions, safety concerns, quality of care concerns, and
professional issues) and three correlates (I.e., age, area of employment, and
current position tenure) combined to explain 48.8% of the variance in job
satisfaction. The researcher concluded that health care reforms appeared to be
having a negative impact on job satisfaction.
In a subsequent a!t)cle, McNeese-Smith (1999) reported on the sources
of job satisfaction and dissatisfaction fO( the same sample of nurses (N =30)
participating in the McNeese·Smith (1997) study. Content analysis identified
various sources of job satisfaction: patient care (e.g., experience providing care;
recognition/praise from patients, families and the hospital; intrinsic rewards;
etc.), environment (e.g., fast pace, task variety, emotional dimate, etc.),
balanced workloads, relations with CO'NOfkers, personal factors (e.g., work
location, scheduling, family needs, etc.), salary and benefits, professionalism
(e.g., leaming, growth, independent thinking, etc.), cultural background,
organizational policies (e.g., faimess, safety, etc.), and career stage. The
factors most relevant for job satisfaction were patient care, the environment,
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relations with co-workers, and meeting personal and family needs. The most
meaningful factors for job dissatisfaction were patient care, interference with the
job and patient care, feeling overloaded, relations with coworkers, family
problems, organizational factors, and feelings of tiredness or burnout.
Besides the empirical findings on the perceived impact of system
redesign and downsizing on registered nurses during the change process, there
are also findings at different time periods post-implementation. Conflicting
findings are reported in the literature on the impact of health care reforms on the
work·related attitudes of slaff nurses. The following review includes reports of
study findings on job satisfaction levels before and after system changes
(Hastings & Waltz, 1995; Woodward et al., 2000) and post-implementation only
(Fletcher, 2001; Kangas, Kee, & McKee·Waddle, 1999; Shader, Broome,
Broome, West, & Nash, 2001; Tovey & Adams, 1999).
Hastings and Waltz (1995) also investigated the best correlates and
predictors of job satisfaction in a sample of staff nurses prior to (N = 707) and
following (N =863) implementation of a professional practice model. The
findings indicated that greater general job satisfaction was strongly correlated
with greater perceived control/responsibility and praise/recognition. As well, a
higher level of general job satisfaction was moderately correlated with greater
perceived ability to deliver high quality care, greater perceived adequacy of
nurse·patient ratios, greater perceived peer support, greater satisfaction with
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scheduling, and more positive perceptions of unillevel management. None of
the personal characteristic variables (i.e.. age, organizational tenure, and
educational level) were found to significantly influence job satisfaction. During
regression analysis. satisfaction with controUresponsibility. rewards/recognition,
nurse-patient ratio, scheduling, peer and managerial support, and ability to give
high quality of care combined to explain 60% of the variance in general job
satisfaction.
Using a descriptive, correlational design and random sampling
techniques, Kangas at at (1999) examined the effects of organizational structure
(i.e., traditional versus shared.govemance), nursing care delivery models (I.e..
team, case management, and primary) and organizational culture on the pb
satisfaction of nurses (N = 92) working in three hospitals in Atlanta. Job
satisfaction was measured with the Nurse Job Satisfaction Scale and the
Organizational Cultural Index (Wallach, 1983) assessed OJlture along three
dimensions (i.e., bureauaatic, innovative, and supportive). Both instruments
were reported to have good reliability and validity. The findings revealed few
differences between the hospitals in terms of the proportion of bureaucratic,
innovative and supportive subcultures present. In addition, the job satisfaction
of nurses was not significantly affected by type of organizational structure or
care delivery model. It was noted, however, that nurses working under primary
nursing had slightly higher levels of job satisfaction than their counterparts
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working under different delivery models. During regression analysis, working on
a aitical care unit and perceiving the unit as having a supportive work culture
combined to explain 55% of the variance in job satisfaction. While supportive
work culture was the dominant predictive variable (i.e.. twice as important as unit
type), organizational structure, care delivery model and other culture types failed
10 enter the regression model.
Woodward et al. (2000) also investigated the best predictors of job
satisfaction for the staff (N =380) of a large Canadian teaching hospital
following major restructuring initiatives. The findings indicated that the best
predictor of job satisfaction was previous levels of job satisfaction for all groups.
Additional predictors of higher job satisfaction levers for the staff included less
formal education: grealer supervisor support. role clarity and family
responsibilities at baseline; and increasing supervisor support. role clarity,
teamwork and job influence over time. For the supervisory groups, inaeased
teamwork and decision-making over time surfaced as significant predidors of
greater job satisfaction for non-designated supervisors, whereas only inaeased
teamwor1< was predictive of greater job satisfaction for supervisors.
Using the qualitative comments of a random sample of nurses
participating in a larger national study, Tovey and Adams (1999) examined Ihe
key sources of job satisfaction and dissatisfaction on acute care hospital wards
in England. Content analysis was used 10 analyze comments from nursing ward
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leaders (n =20) and staff nurses (Il = 110). The sources of job satisfaction and
dissatisfaction were grouped into six major categories (i.e., job content, resource
issues, professional concerns, professional working relations, emotional
reactions to nursing, and external pressures). The most frequently cited sources
of dissalisfadicn included relations with management, staff availability,
standards of care, personal support. organizational changes. and job security.
Although ward leaders experienced significantly more role conflict and additional
role pressure than staff nurses, they derived significantly more satisfaction from
team work than staff nurses.
Using a cross-sectional survey design, Shader at al. (2001) examined the
relationship among key work-related factors (i.e.. group cohesion and job
stress), anticipated turnover, and work satisfaction in a sample of registered
nurses (N =241) W'Oi1Ong in a university hospital in the southeastem United
States. Group cohesion and iob stress were measured with the Byrne Group
Cohesion Scale and the modified Job Stress Scale. respectively. Work
satisfaction were assessed with the IWS scale, and intent to leave with the
Anticipated Tumover Scale (Hinshaw & Atwood, 1985). Study instruments were
reported to have strong intemal consistency. The findings indicated that
respondents had moderate levels of job stress, rated group cohesion as slight to
moderate, were slightly dissatisfied with their work, and were slightly inclined to
leave. In addition, higher levels of job satisfaction were significantly and
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moderately correlated with less job stress, higher group cohesion, more slable
scheduling, and lower anticipated turnover.
Fletcher (2001) investigated factors influencing the job satisfaction of
registered nurses (N =1,780) working in ten hospitals in southern Michigan.
The job satisfaction subseale of the Job Diagnostic Survey assessed five job
aspects (i.e., pay, job security, social and supervisory support, and growth
opportunities). The Immediate Supervisor Scale assessed the perceived
reliability, competency and helpfulness of supervisors. and the Health
Professions Stress Inventory Scale measured levels and sources of stress. An
open-ended question requested general comments. The findings indicated that
most respondents found their jobs somE!'Nhat stressful but slightly satisfying, with
supervisor support and supervision quality receiving the lowest ratings.
Qualitative analysis of written comments identified the negative influence of key
factors on satisfaction levels: distrust of management following system changes:
priority given to profits over quality patient care: poor work attitudes and
perlormance of co-workers (e.g., low work ethic, lack of professionalism, errors,
etc.); quality of patient care concerns (e.g, limited time for basic physical and
emotional care, safety issues, etc.), increased use of unlicenced assistive
personnel, and decreased employment benefits (e.g., pay, promotion
opportunities, vacation access, sick leavelhealthcare benefits, etc.). Most
respondents also gave marginal ratings to immediate supervisors reliability,
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competence, and helpfulness. The thematic categories derived from the
qualitative data related to low quality leadership (e.g., inadequate support, low
fairness, non-nursing preparation. etc.), insufficient physical presence in the
clinical area, and inadequate attention to resolving clinical problems and staffing
issues.
Summary. The research findings from studies conducted following the
mela-analytic studies by Blegen (1993) and Irvine and Evans (1995) are fairly
consistent on the dir3etion and strength of key job.,elated and work-environment
factors (i.e.• stress, autonomy, role conflict, task requirements, salary and
benefits, workload, co-worker and supervisor support, etc.) on nurses' job
satisfaction levels. Although satisfaction levels varied somewhat depending on
the institution and the type and slage of reforms, the key influencing variables
remained consistent throughout the reform process (i.e., before, during, and
after)_ Consistent with the meta-analytic findings, personal characteristics had
minimal 10 no influence on job satisfaction levels
Organizational Commitment and Intent to Stay
Organizational commitment has been defined as an individual's
identification with and involvement in a specific organization (Mowday et aI.,
1979). Commitment is viewed as a unidimensional construct shaped by
interactions between employee attitudes and behaviours. Mowday et al. (1979)
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highlighted three significant aspects of this construct: an individual's acceptance
of organizational goats, a willingness to exert considerable effort toward
achieving organizational success (attitudinal), and a strong intent to remain with
the organization (behavioral) .
Other authors have argued that organiZational corTVTlitment and
behavioral intentions are conceptually and empirically distinct entities (Curry at
aI., 1985: Mobley, 1982; Mueller & Price, 1990; Parasuraman, 1989; Price &
Mueller. 1966). Commitment is defined as the extent of an employee's loyally to
the organization (attitudinal), whereas inlenllo leave is seen as an employee's
intention of leaving the organization in the near future (behavioral) (Curry el al.;
Mueller & Price; Parasuraman; Price & Mueller). These authors also argued thaI
organizational commitment has a strong, direct effect on behavioral intentions.
More recently. Meyer and Allen (1997) defined organizational commitment
as a multifaceted psychological state linking employees to their WOt1<place.
Commitment is conceptualized as consisting of three interrelated but separate
components: affective, continuance, and normative. Affective commitment is
described as an emotional attachment to and identification with an organization.
While continuance commitment is the outcome of a cost-benefit analysis of
leaving (i.e., employees elect to stay with current employers because the costs
of leaving are too high). normative commitment reflects an employee's moral
obligation or duty to remain with an organization. The authors argued that each
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commitment component exerts a significantly different effect on work-related
behaviours. Employees with strong affective and normative commitment are
predicted to evidence positive work behaviours (i.e., job pelformance,
attendance, and organizational citizenship). In contrast, employees with slrong
continuance commitment are predicted to demonstrate inappropriate work
behaviours (e.g., minimal job performance, high absenteeism, etc.).
Meyer, Allen, and Topolnytsky (199B) discussed the potential variant
effects of health care system changes on the different forms of commitment.
While job enrichment may enhance affective commitment, increased role conflict
or ambiguity and overburdened feelings may decrease it. Job insecurity may
strengthen continuance commitment, whereas employment opportunities
elsewhere may decrease it. Organizational change may increase normative
commitment for employees who have received extra training associated with
redesign or those experiencing survivor guilt following downsizing. As well,
organizational change may alter the nature of psychological contracts with
negative implications for commitment (i.e., alterations in relational contracts will
more likely impact affective commitment, while transactional contract changes
are more likely to impact continuance and normative commitment)
There is a growing research base on the effects of job-related and work
environment factors on the organizational commitment and behavioral intentions
of nurses working in acute care settings. There is also empirical support for the
8J
strong influence of employee attitudes (e.g., job and work satisfaction,
motivation, etc.) on commitment and intentions, as well as the strong direct effect
of commitment on intent to stay. The following review is organized according to
studies dealing with either commitment or inlentla teave/stay.
Organa_lion.' commitment. A few studies were identified thai
highlighted key factors associated with organizational commitment. In a mela-
analytic study, Mathieu and Zajac (1990) investigated the impact of antecedents
(Le., determinants and personal characteristics) and correlates (i.e., motivation,
rob satisfaction, job involvement, stress, and occupational and union
commitment) on organizational commitment. These authors also examined the
consequences (Le., job performance, perceived job altematives, intent to leave,
attendance, lateness, and tumover) of organizational commitment. Additional
articles were identified that either reported on findings from a meta·analysis of
nursing studies (Blegen, 1993) or a critical review of studies conducted with
acute care nurses and other health care providers (Corser, 1998).
Mathieu and zajac (1990) examined lhe antecedents of organizational
commitment in 174 independent samples from 124 research studies. The meta-
analysis was restricted to studies reporting correlational data and measuring
commitment at the individual level. The antecedents of commitment included job
and organizational characteristics (i.e., skill variety, task autonomy, challenge,
job scope, and organizational size and centralization), group/leader relations
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(i.e., cohesiveness, task interdependence, leader consideration and
communication, and participative leadership), role states (i.e., role ambiguity,
conflict. and overload), and personal characteristics. The results revealed
moderate to strong positive correlations between most job characteristics and
commitment. The only exception was the low association between higher
commitment and greater task autonomy. Organizational size did not significantly
impact commitment, and centralization was limited 10 a very small, negative
effect. With regard to the group-reader relations variables, most depieted low to
moderate, positive correlations with commitment. The only exception was the
strong correlation observed between more effective leader communication and
greater commitment. All of the role state variables demonstrated moderate,
negative correlations with commitment. Personal characteristics (i.e., position
and organizationallenure, marilal status. ability, salary, and job level) exerted a
small, positive effect on commitment, with the exception of gender and education
(i.e., males and those with higher education. less committed). In contrast, age.
Protestant work ethic, and perceived personal competency had a moderate to
high positive affect on commitment.
A number of attitudinal variables have also been found to demonstrate
significant correlations with organizational commitment. Mathieu and zajac
(1990) found that several work-related attitudes depicted moderate (i.e., union
commitment) to strong (i.e., occupational commitment, job involvement,
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motivation, and job satisfaction) positive correlations with organizational
commitment. In contrast, greater stress demonstrated a moderate correlation
with lower levels of organizational commitment.
In a meta·analysis of nursing studies. Blegen (1993) found that higher
levels of job satisfaction depicted strong correlations with grealer organizational
commitment. In a study of acute care nurses' experience with a professional
practice model, Hasting and Waltz (1995) also reported thai higher levels of
general job satisfaction was strongly correlated with greater organizational
commitment. Following a re'liew of research studies with nurses and other
providers, Corser (1998) noted that greater organizational commitment was
consistently and significantly associated with greater job satisfaction. Research
findings from studies testing the major assumptions of nursing tumover models
provide additional support for the strong association between job satisfaction
and organizational commitment (e.g.. Mowday, Porter, & Steers, 1982; Mueller &
Price, 1990; Parasuraman. 1989; Price & Mueller, 1986). As well. research
findings by Turnley and Feldman (1998,1999) supported the negative impact of
psychological contract violation on managers' loyalty and commitment to their
organizations.
There were also some studies that dealt with the consequences or
outcomes of organizational commitment. Mathieu and Zajac (1990) found that
greater jab performance and higher attendance levels demonstrated a low
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positive correlation with organizational commitment. Conversely, greater job
alternatives, greater tendency toward lateness, and higher turnover rates
depicted low 10 moderate correlations with commitment. These authors also
found that greater intentions to search and/or leave were strongly correlated with
commitment.
Several research studies were identified from the literature review that
lested causal models of nursing turnover behavior. Study findings supported the
strong effects of commitment on behavioral intentions and anticipated tumover
(e.g., Meyer & Allen, 1997; Mueller & Price, 1990; Parasuraman, 1989; Price &
Mueller, 1986). Conversely, conflicting study findings have been reported on the
relationship between commitment and actual turnover behavior (e.g., Mueller &
Price; Parasuraman; Price & Mueller).
A few relatively recent studies that examined the effects of select job·
related and work environment factors on the organizational commitment of acute
care nurses were identified from the nursing literature (Ingersoll et aI., 2000;
Kroposki et aI., 1999; laschinger et aI., 2000; McDermott, laschinger, &
Shamian, 1996; McNeese-Smith, 1997; Westrope et aI., 1995). All of these
studies were conducted during or following organizational changes
Westrope et al. (1995) also found support for the influence of select job-
related factors on the organizational commitment of nurses working in a major
tertiary care hospital. The findings indicated that greater perceived control over
87
practice and greater decision saturation were moderately associated with
greater organizational commitment. As well, greater perceived rore importance,
greater perceived change in role importance by others over time, and greater job
involvement was strongly associated with greater commitment. Finally, higher
levels of satisfaction with the quality of nursing care, interactions, and enjoyment
depicted low to moderate correlations with greater organizational commitment
In a descriptive correlational design study of staff nurses (N =112)
working in an acute care teaching hospital in Ontario, McDermott et aL (1996)
used Kanter's theory 10 explore the relationship between perceived job-related
empowerment and organizational commitment. The CWEQ assessed job-
related empowerment (Le., access to resources, support, information and
opportunity), the aeQ assessed organizational commitment, and the
Organizational Description Questionnaire (OeD) (Laschinger. 1996) assessed
perceplions of managers' power and the structural power characteristics in the
organization. The findings indicated that greater overall job empowerment, as
well as aU of the component parts of empowerment, depicted moderate to strong
correlalions with greater organizational commitment and greater perceived
managerial power. Finally, low but significant correlations were observed
between perceived managerial power and organizational commitment
McNeese-Smith (1997) examined the perceived influence of managerial
behavior on the organizational commitment of staff nurses' (N = 30) during
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implementation of managed care in a university affiliated hospital. Content
analysis of the interview transcripts revealed several managerial behaviors (e.g.,
visionary, positive influence. open comm'.Jnication, role model, education focus,
supportive, etc.) that were perceived 10 exert a positive influence on levels of
organizational commitment. In contrast, laCk of organizational commitment was
attributed primarily to feeling unappreciated and unsupported by managers
Other factors contributing to lack of commitment were unresolved unit issues,
poor communication. and a general distrust of managerial personnel.
Kroposki at at (1999) investigated the influence of role conflict and rore
ambiguity on the organizational commitment of RNs (n =409) and non·RNs (n =
278) during hospital re-engineering. The findings indicated that greater role
conflict and roJe ambiguity were moderately associated with less organizational
commitment As well, registered nurses reported significantly lower levels of
organizational commitment than other providers. Finally, nurses' commitment
levels did not vary by clinical area (i.e., medical-surgical versus specialty units).
Using a longitudinal, prospective study design, Ingersoll et aJ. (2000)
examined the relationships among organizational culture, commitment, and
readiness in a convenience sample of staff (n = 535) and managers (n = 120)
working in t'w"o tertiary care hospitals during implementation of a patient·
focussed delivery system. Most of the sample worked in the nursing department
(80.3%). The Organizational Culture Inventory (Cooke & Rousseau, 1988)
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assessed organizational OJfture along three domains (i.e., constructive.
passive/defensive, and aggressive! defensive). Organizational commitment and
readiness were measured with the CommitmenUEnergy and the Innovativeness
and Cooperation subsea/es, respectively, otthe Pasmore $ociotechnical
Systems Assessment Survey (PasmOfe, 1988). Study scales were reported 10
have strong internal inconsistencies. The findings indicated that constructive
climates were moderately correlated with increased organizational commitment,
whereas passive/defensive and aggressivel defensive climates were moderately
associated with lower organizational commitment. Furthermore, greater
organizational readiness for change was moderately correlated with greater
organizational commitment. During regression analysis, Ofganizational
readiness emerged as the best predictor of commitment, followed by
constructive QJlture. Passive/defensive QJlture was also a significant predictor.
The authors concluded that management personnel should spend more time
creating empowering environments which may increase staffs organiZational
commitment.
Laschinger et al. (2000) examined the effects of workplace empowerment
(i.e., formal and informal power, and access to empowerment structures) and
organizational trust on affective commitment in a random sample of registered
nurses (N =412) following major downsizing/restructuring of tertiary care
hospitals_ The findings indicated that greater trust in management was strongly
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associated with higher affective commitment. Furthermore, perceived access to
greater empowering structures depieted a moderate association with affective
commitment. During path analysis, empowerment was found to have a direct
positive effect, as well as an indirect effect through organizational trust, on
affective commitment. Significantly, grealer empowerment and greater
organizational trust combined to explain 28% of the variance in affective
commitment.
Intent to st,y/leave. The research base on the effects of determinants
and work-i"elated attitudes (e.g., job satisfaction, organizational commitment,
psychological contract violation, etc.) on inlenllo leave/stay is less extensive
than for job satisfaction and organizational commitment. There is conflicting
evidence on the magnitude and significance of select determinants (Le., job-
related and work-en ..... ironment factors), as well as the mediating role of job
satisfaction and organizational commitment, on intent to stay. The findings from
studies designed to test causal models of nursing turnover support the positive
(Le., external job opportunities and degree of integration or work group
cohesion) and negative (Le., instrumental communication or formal transmission
of job information, individual pay, and kinship responsibility) influence of
determinants on intent to lea.....e.
Cavanagh and Coffin (1992) investigated key predictors of intent to stay
in a con .....enience sample of registered nurses (N = 221) employed in hospitals in
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the western United States. A researcher-developed questionnaire, based on the
work of Price & Mueller (1981), was used 10 assess key study variables (i.e.,
perceived and actual external job opportunities, kinship responsibilities.
participation, education, pay, promotion, routinization. instrumental
communication, job S<Jtisfaetion, and intent to stay). Satisfactory internal
consistency and validity were reported. The findings indicated that greater job
satisfaction depicted a moderate to strong association with intent to stay. During
path analysis, higher levels of overall job satisfaction, greater kinship
responsibilities, greater satisfaction with pay, and less external job opportunities
emerged as significant predictors of a greater likelihood of staying with current
employers. The findings confirmed that general job satisfaction exerts a
stronger influence on intent to slay than job-related and work environment
factors.
lucas et al. (1993) investigated the best predictors of anticipated and
actualtumover in a sample of urban-based hospital nurses (N =385). The
Anticipated Tumover Scale was used to measure intent to leave, and the
number of days from data collection to termination represented actualtumover.
During regression analysis, lower levels of organizational and professional job
satisfaction, less group cohesion, less education, and younger age combined to
exert a direct effect on anticipated tumover, accounting for 32% of the explained
variance. The effects of other variables (i.e., job stress, medical surgical clinical
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area, and years of experience) were indirect in the regression model. With
regard to actual turnover, slated intentions about leaving accounted for 29% of
the explained variance. During stepwise discriminant analysis, it was possible to
accurately predict 73.2% of stayers (i.e., 76.2%) and leavers (i.e.. 66.9%).
Fisher, Hinson, and Deets (1994) investigated the impact of professional
autonomy, managerial environment. willingness to risk. and exiUvoice on the
intenllo slay of aeule care nurses' (N =524) in eight hospitals in the midwestern
United States. The Managerial Environment Scale (Tomey, Sakas, & Deels,
1990) was used to assess perceptions of supervisors' communication and
management styles. A mOdified version of the ExiWoice Scale (Graham, 1982)
assessed the degree 10 which hypothetical siluations would generate either an
exit (i.e., leave the organization) or voice (Le., initiate actions to bring about
change) response. The Autonomy Scale (Velianoff, 1986) measured control
over practice, and the Willingness to Risk Scale (Graham, 1982) evaluated
willingness to take risks to improve practice. A researcher-developed Risk Scale
evaluated the willingness to lake risk with each exiVvoice situation. A
researcher-designed Intent to Stay scale assessed the potential of staying with
the organization for the next 3 years. Study instruments were reported to have
strong intemal consistency. The findings revealed loW, positive correlations
among study variables (i.e.. higher willingness to assume risks for exit/voice
situations, higher willingness to take risks 10 improve practice. greater
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autonomous decision-making, more positive managerial environment, and
greater tendency to use voice behaviors). With regard 10 the effects of personal
characteristics on behavioral intentions, nurses with greater position. unit, and
organizational tenut'e were more indined to stay with their current organizations.
During regression analysis, exiVvoice behaviors and managerial environment
combined to explain 27% of the variance in intent 10 slay.
In a descriptive, correlational stUdy, Somers (1995) explored the effects of
affective, continuance, and normative commitment on intent to stay in a sample
of registered nurses (N =422) working in an urban hospital in the northeastern
United Slates. Affective, continuance, and normative commitment were
measured using Allen and Meyer's (1990) eight-ilem scale, and intent to Slay
was evaluated with Bluedom's (1982) scale. High levels of internal consistency
were reported for both scales. During regression analysis, affective and
normative commitment sUl'faced as the best predictors of intent to stay,
accounting for 22% of the explained valiance.
In a study of staff nurses working in acute care institutions pre· and post·
implementation of a professional practice model, Hastings and Waltz (1995) also
investigated the predictive ability of select aspects of the job and work
environment for intent to leave. During regression analysis, satisfaction with
control/responsibility, praise/recognition, scheduling, and ability to give high
quality care combined to explain 35% of the variance in intent to leave.
9.
lum, Kervin, Clark, Reid, and Sirola (199B) investigated the influence of
general job and pay satisfaction and organizational commitment on the turnover
intentions of pediatric staff nurses (N =466) eligible for tenure-based pay
policies (i.e.. 5% salary differential for everyone plus an additional bonus for
critical care nurses) in a metropolitan teaching hospital in Ontario. The modified
Job Satisfaction Scale measured satisfaction with aspects of the job (i.e.,
autonomy, task responsibilities, organizational policies, professional
interactions, and perceived job status). A researcher-developed scale assessed
pay satisfaction, and a modified version of the aCQ assessed desirability of the
workplace. A researcher-developed index, Intentions Toward Turnover, was
used to measure intentions to leave the organization. All scales had strong
intemal consistency. Greater pay satisfaction, greater overall job satisfaction,
and greater organizational commitment depicted low to moderate correlations
with less likelihood of leaving. During path analysis, organizational commitment
emerged as the strongest predictor of turnover intent. While commitment
directly influenced turnover intent, the effects of job satisfaction were only
indirect through commitment. Pay satisfaction had both direct effects, as well as
indirect effects through job satisfaction and commitment, on turnover intent. As
well, respondents who had young children at home or worked 12·hour shifts
were more likely to be dissatisfied with their pay but less inclined to leave.
While respondents who had a bachelors degree were more likely to be
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satisfied with their pay, they were also more likely 10 intend to leave. Finally,
respondents with more years of nursing experience were more likely to be
satisfied with their pay.
Boyle, Bolt. Hansen, Woods, and Taunton (1999) examined the impact of
nurse managers' power, influence and leadership style on intent to slay in a
sample of critical care nurses (N =255) working in four acute care hospitals in
the United States. Standardized instruments were used to measure managers'
power (i.e.. position power and personal power), influence (Le., control over
coordination of work and personnel resources) and leadership style (i.e.,
structuring expectations of staff and degree of consideration for staff) As well,
standardized instruments assessed organizational characteristics (i.e.,
distributive justice, promotional opportunity, and control over nursing practice),
nurse characteristics (i.e, availability of nursing jobs external to the
organization), work characteristics (i.e., autonomy, instrumental communication,
work group cohesion and routinization), intervening variables (Le., personal and
situational stress, job satisfaction, satisfaction with nursing administration style,
and organizational commitment), and intent to remain with the organization. The
findings indicated that most respondents perceived that their managers had
moderate position and high personal power, had moderate influence over work
coordination and personnel resources (i.e., hiring, firing, and promoting of staff),
and positive leadership styles. Most respondents did not believe that
9.
promotional opportunities existed in their organization, felt that it would be easy
to find a comparable job locally, were highly satisfied with their jobs, and were
moderating inclined to stay with current employers. As well, greater promotional
opportunity, greater control over practice. and more equitable distributive justice
depicted low correlations with greater perceived managerial personal power and
influence over personnel resources, and more positive managerial leadership
style. During path analysis, exogenous variables (Le., distributive justice,
promotional opportunity, and control over practice), manager characteristics, and
job satisfaction combined to explain 45% of the variance in intent to stay.
Several variables exerted a direct effect on intent to stay (i.e, greater job
satisfaction, reduced availability of external job opportunities. greater
opportunities for promotion, greater perceived managerial personal power and
influence over work coordination). While job satisfaction had the greatest
influence on intent to stay, control over practice and situational job stress had
the greatest indirect effects. Intent to stay was also indirectly affected by
leadership style through select work characteristics (i.e., autonomy, instrumental
communication, and worK group cohesion) and intervening variables (I.e.,
personal stress, situational stress, and job satisfaction). Finally, respondents
who expected to stay for five years upon initial employment were significantly
more inclined to stay than those expecting to slay for less than two years.
Laschinger et at. (2000) also investigated the effects of organizational
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trust and empowerment on the continuance commitment of acute care registered
nurses (N = 412). The findings indicated that greater trust in management had a
low negative association with continuance commitment. As well, perceived
access to greater empowering structures had a low negative association with
continuance commitment. Only trust in management was found 10 exert a small,
direct negative effect on continuance commitment (i.e., 4% of the explained
variance). Empowerment only influenced continuance commitment indirectly
through organizationallrust.
Shader al al. (2001) also investigated the besl predictors of anticipated
turnover in a sample of registered nurses (N =241). Aetuallurnover was
assessed in terms of the ralio between the number of resignations/terminations
to total staff over a one year period. The findings indicated that higher
anticipated turnover depicted low to moderate correlations with greater job
stress, more stable scheduling, actual turnover, lower levels of work satisfaction,
and decreased levels of group cohesion. During regression analysis, job stress,
group cohesion, work satisfaction, and weekend overtime accounted for 31% of
the explained variance in anticipated turnover. Additional regression equations
were generated for different age groupings. While work satisfaction was a
constant predictor for most age ranges (i.e., exception ~51 years), job stress
also emerged as a significant predictor for the 20 to 30 age group and group
cohesion for the 40 to 51 age group.
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Summary. There is empirical support for the stronger influence of job-
related and work environment factors on organizational commitment than
individual/personal characteristics in the nursing research literature. As well, job
satisfaction has been found to have a consistently, positive relationship with
commitment and intent to stay. Although the number of research studies
exploring the antecedents and consequences of organizational commitment of
acute care nurses is growing, greater understanding of the faclors influencing
nurses' organizational commitment and behavioral intentions is slill needed
Summary
Job satisfaction is the most studied attitudinal variable in causal models of
nursing turnover. The research literature examining the relationships among
job·related and work environment factors, the attitudinal variables of job
satisfaction and organizational commitment, and behavioral intentions has
shown thatlhese variable groupings are consistently related to one another
Nevertheless, there is less empirical support for the predictive effects of job·
related and work environment factors on employee attitudes. This is especially
true for the predictive effects of attitudes on intentions of remaining with current
employers. Importantly, there are not only discrepancies conceming the relative
contribution of attitudinal variables to turnover intent but also neither job
satisfaction, organizational commitment, nor psychological contract violation
"
account for a significant amount of the explained variance. These observations
across studies suggest the need for further inquiry using similar and different
variables.
Discussion
In light of the current and proposed nursing shortage, organizations are
demonstrating a renewed interest in the factors influencing nurse attitudes and
retention. As demonstrated by the literature review, there is a growing research
base on the impact of health care reforms on employees' job satisfaction,
organizational commitment. and intent to slay. However, there is a dearth of
information describing the impact of reforms on employees' psychological
contracts. A better understanding of the effects of reforms on the practice of
registered nurses working in the hospital sector is obviously needed.
Regionalization of health services and mulli-hospital mergers have
created administrative and govemance structures that reflect both centralization
(i.e., reduced number of local boards) and de-centralization (i.e., devolution of
power from governments) of authority and responsibility. Although evaluative
studies are quite limited, the findings suggest that the necessary mechanisms
are not in place to help buffer the negative impact on employee groups, or to
promote the co-ordination, integration, local responsiveness, and cosl-
effectiveness of services. When viewed from the institilional or corporate Jevel,
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major downsizing, redesign, and restructuring initiatives have not significantly
moderated the impact of change on either inefficiencies, service quality, or
employee attitudes. Research findings suggest that such initiatives have had
variant effects (i.e.• positive and negative) on acute care slaff nurses' attitudes
and perceived ability to provide quality care and meet professional care
standards from early to much laler in the change process. This is especially true
for the re-design initiatives of patient-cenlered care and professional practice
models, despite their documented benefits prior to restructuring of the health
care system.
Considerable efforts have been expended in developing and testing
causal models 10 enhance our lI"lderstanding of key determinants and work-
related attitudes in the turnover process. While cross-sectional studies have
consistently demonstrated moderate to strong associations between employee
attitudes and job-related and work environment factors, the findings have been
rather inconsistent on the predictive effects of determinants on attitudes and
turnover intentions or behaviors. Important discrepancies were also observed in
the relative strength and magnitude of the predictive and moderator effects of
intervening attitudes, especially job satisfaction and organizational commitment,
in the turnover process. It is conjectured that the complex interaction of
organizational structural characteristics, contextual factors, and personal
characteristics is partially responsible for the observed discrepancies. There are
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also some indications that extensive restructuring of the health care system may
have changed the role of commitment and increased the importance of
psychological contract violation in the turnover process. The disaepancies in
results aaoss studies reinforce the need for further examination of the separate
and interactive effeds of determinants and employee attitudes on turnover
behaviour, especially within the context of anticipated nursing shortages.
Conceptual Framework
Several causal models have been proposed to explain the influence of
various factors on nursing turnover (e.g.. Alexander et al.. 1998; Curry et al..
1985; Irvine & Evans, 1995: Mueller & Price, 1990: Parasuraman, 1989; Price &
Mueller. 1981, 1986; Weisman, Alexander, & Chase, 1981). Although the
models vary, particularly in terms of specific fadars hypothesiZed 10 predid
turnover, most depict a multidimensional, linear process incorporating
determinants (e.g., jotHelated and work environment, etc.), intervening attitudes
Uob satisfaction, organizational commitment, etc.), behavioural intentions (e.g.,
intent to stay/leave, etc.), and correlates (i.e., personal characteristics or
attributes). The underlying assumption of these models is that determinants
exert separate and interactive effects on intervening attitudes, which also
influence each other and actualtumover in a separate and interactive manner.
Price and Mueller's (1981,1986) causal model has been widely used 10
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explain nursing tumover. Using theory and empirical data based on the original
causal model, Mueller and Price (1990) proposed the revised integrated causal
model which incorporates economic, psychOlogical, and sociological factors as
determinants of nurse turnover behaviour. This revised model encompassed
three variable groupings: causal. intervening, and outcome. Causal variables or
determinants consist of the structural characteristics of the workplace (i.e., pay,
routinization, autonomy, feedback, work group cohesion, work load. and task
identity), employee attributes (ie., generallraining, woO< motivation,
professionalism, leaving plans, publicity·friends. volilion-range, volition-external,
explicitness), and environmental constraints (ie., perceived job opportunity,
kinship responsibility, and community participation). Intervening variables are
comprised of satisfaction (Le., level of contentment), commitment (i.e., loyalty),
and intent 10 stay (i.e. likelihood of staying). The outcome variable is tumover or
voluntarily leaving the organization.
According to the revised integrated causal model, the causal variables
exert a separate and interactive effect on each intervening variable. The
intervening variables mediate the relationship between the determinants and
actuallumover. As well, the intervening variables have a sequentially more
powerlul effect on each other (i.e., job satisfaction exerting a greater affect on
commitment, and commitment exerting a greater affect on intent to stay).
Although most personal characteristics have not been incorporated into the
[OJ
model, the authors recognize their significance for the turnover process.
The covariate attitude of psychological contract violation has only recently
been reintroduced in the business literature as an important component of
organizational structure, function, and outcome. Turnley and Feldman (1998,
1999) have proposed that major corporate reform may enhance employee
perceptions of violations of psychological contracts. As well. there is some
evidence that violations of implied contracts may negatively impact job
satisfaction, organizational commitment, and intent to stay. Turnley and
Feldman's integrated causal model views psychological contract violation as
resulting from alterations in job-related and work environment factors. This
model depicts linear relationships among contract violations, situational factors
(i.e., availability of attractive employment alternatives; procedural justice during
layoffs, pay raises, and promotion decisions; likelihood of future violations;
quality of relationships with supervisors; and quality of relationships with
colleagues), and consequences of perceived violations (Le., exit, voice, loyalty,
and neglect). The intensity and consequences of contract violations are
believed to be moderated by situational factors and personal characteristics.
Mueller and Price's (1990) integrated causal model of turnover and
Turnley and Feldman's (1998,1999) model on the determinants and
consequences of psychological contract violation provided the framework for this
study (see Figure 1). The CMBI represents the hypothesized relationships
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among correlates, determinants, covariates or intermediate outcomes, and
behavioral intentions. The determinants exert a separate and interactive effect
on intennediate outcomes and behavioural intentions. Each intermediate
outcome directly affects the other, and exerts an indirect effect on other
intervening outcomes through each successive outcome. In addition, each
intermediate outcome exerts a separate and interactive effect on behavioural
intentions. Finally, correlates (i.e., personal characteristics and staffing issues)
influence behavioural intentions directly and indirectly through determinants and
intermediate outcomes.
Definitions
The following section presents the definitions used for the major
constructs included in the CMBI.
Detenninants. The determinants examined in this current study were
restricted to overall perceptions of the importance of health care reforms. In
particular, the determinants included perceptions of the importance of reforms
and the impact of reforms on job-relaled and work environment factors (i.e.,
emotional climate of the workplace, practice-related issues, ~ualily of care
concems, safety concems, and standards of care concerns) (Way, 1995).
Corre/.Ie•. The correlates (i.e., personal characteristics and staffing
issues) examined in this current study consisted of specific extraneous variables
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which may have contributed to any variations in acute care nurses' perceptions
of the impact of health care reform. work-related altitudes, and behavioural
intentions. The personal characteristics were comprised of age, gender,
education, region of employment, area of responsibility, current position. years
of experience, current position tenure, and employment status. Staffing issues
consisted of census/capacity, absenteeism, and several staffing adequacy
variables. Many of these correlates have been examined in previous research
on work-related attitudes and behavioural intentions (e.g.. Blegen, 1993: Brown
et aI., 1999; Irvine & Evans. 1995; Mathieu & Zajac, 1990; Mawday et aI., 1982;
Mueller & Price, 1990; Price & Mueller, 1981, 1966; Turnley & Feldman, 1999:
Woodward et aI., 2000),
Intermediate outcomes. The definitions for the intermediate outcomes
explored in this study are based on the theory and research of various authors.
Psychological contracts pertain to an individual's beliefs about the terms and
conditions of reciprocal agreements between employees and employing
agencies (Morrison & Robinson, 1997; Robinson & Rousseau, 1994; Rousseau,
1990). Basically, employees' perceive certain obligations to employers (e.g.,
hard work, loyalty, etc.) in return for specific considerations (e.g., fair pay, job
security, promotion, etc.) from employers, Psychological contract violation
occurs when employees perceive that employers have not fulfilled obligations
(Morrison & Robinson; Robinson et al.; Robinson & Rousseau).
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In the OJrrent study, satisfaction with restructuring was limited to
perceptions of managerial support and interdisciplinary relations (Way, 1999).
Supervisory relalions has been included in several job satisfaction instruments
(e.g., MMSS, JSS. WES. etc.) as a key aspect of job satisfaction. Previous
researchers have reported moderate to strong associations between managerial
relations and overall job satisfaction (Blegan, 1993: Irvine & Evans, 1995;
Woodward et at, 2000).
The current study used Price and Mueller's (1986) definition of job
satisfaction. Job satisfaction is defined from a global perspective in terms of
individuals' overall affective responses to the job.
Mowday et at (1979) define organizational commitment as an individual's
identification with and involvement in a specific organization. Commitment is
viewed as a unidimensional construct shaped by an interactional process
between employee attitudes and behaviours. Commitment is defined as an
individual's acceptance of Ofganizational goals, a willingness to exert
considerable effort toward achieving organizational success (attitudinal), and a
strong intent 10 remain with Ihe Ofganization (behavioral).
Sehniora/ intentions. In the current study, behavioral intentions were
measured in terms of individuals' likelihood of staying with current employers.
Turnley and Feldman's (1999) definition of exit behaviors (i.e., inlention to quit
and actual job search behaviors) was used to investigate behavioral intentions.
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CHAPTER 3
M.-ogy
A descriptive correlational design was used 10 investigate the impact of
health care reforms on registered nurses employed in acute care organizations
within the province of Newfoundland and Labrador. The interrelationships
among the key study variables (i.e., personal characteristics, perceived impact
of health care reforms. psychOlogical contract violalion, job satisfaction,
organizational commitment. and intent to stay) were also examined. This
chapter provides an overview of the sample, instruments, procedure, ethical
considerations, data analysis, and study limitations.
Popu,.Uon .nd s.mple
The target population was all registered nurses (RNs) currently working in
staff positions in acute care settings in the province of Newfoundland and
labrador. The accessible population was restricted to acute care nurses who
mel the following inclusion criteria: (1) name recorded on an updated mailing list
of the Association of Registered Nurses of Newfoundland and Labrador
(ARNNL), (2) consented to participate in nursing research on the annual
registration renewal form, and (3) were currently working in staff positions in one
of the seven geographic areas of the province (i.e., SI. John's, Avalon,
Peninsulas, Central East and West, Western, Northem, and Labrador).
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The total siZe of the target population was 3.793. Following application of
the inclusion aiteria. the accessible population was reduced to 3,583. A
proportionate stratified random sample was selected trom the accessible
population. The strata was based on geographic region, and a weighting fador
used to ensure that the number of subjects selected was proportional to the size
of each stratum in the accessible population. Based on these calculations, a
sample size of 327 was required 10 generalize study findings to the target
population with 95% confidence. Given the low response rale to mailed oul
surveys, the decision was made to double this number. A lotar of 223 acute care
staff nurses relumed the questionnaires. resulting in a 34.1% response rale.
The final sample size of 223 was within the desired range as determined
by power analysis for bivariate COITelation tests, tests of difference, and multiple
regression analysis. Specifically. with a power level of .80 and alpha of .05. a
sample size of 126 was needed to achieve an estimated effect of .25 for
bivariate correlation tests (Polit & Hungler. 2000). Using the same power and
alpha levels. sample sizes of 126 and 159 (i.e., medium effect size of .50) were
needed for two· and three..group tests of difference, respectively (Polit &
Hungler, 2000). Finally, using the same power and alpha levels, sample sizes of
124 and 134 (Le., medium effect size of .13) was needed for mUltiple {egression
analysis with 10 and 12 independent or predictor variables, respectively (Cohen,
1988).
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#'roc_,.
The various dala collection phases of the larger researd"l project
commencecl following ethical approval from the Human Investigation Convnittee.
Faculty of Medicine, Memorial University of Ne-Nfoundland (see Appendix A).
Questionnaires were mailed to all acute care nurses working within the province
who met the inclusion aitaria. Data were collected from November, 1999 to
February, 2000. A cover sheet describing the study was attached to the front of
the Employee Attitudes Survey (EAS) (see Appendix B). Reminder leiters and
an additional EAS were mailed out in January, 2000 (see Appendix C).
The ARNNL supported and facilitated dala collection by generating the
most updated list of acute care staff nurses by registration number and matching
region. ARNNL registration numbers were recorded on the questionnaires for
the purpose of including the same respondents in the 2002 survey of the larger
project. The questionnaires plus cover letters and return envelopes with
postage stamps were mailed to potential participants by the ARNNL 80th the
cover sheets and reminder letters were printed on the ARNNL letterhead.
Instruments
The EAS was used to collect data (see Appendix 0). The EAS is
comprised of a General Information sheet, a Staffing Issues form, and six scales:
Organizational Commitment Questionnaire (OCQl, Psychological Contract
'"
Violation (PCV) scale, Intent 10 Stay (IS) scale. General Job Satisfaction (GJS)
scale, Restructuring Satisfaction (RS) scale and Revised Impact of Health Care
Reform Scale (RIHCRS). A brief overview is presented on each section of the
EAS, as well as reliability and validity findings.
Generallnform.tion/S,."ing Issues
A general information and staffing issues section was included in the EAS
10 coHeet data on key personal characteristics (i.e., primary area of
responsibility, current position tenure, years nursing experience, education
background, current employment status, region of employment, gender, and
age). As well, information was collected on select staffing-related variables (e.g.
staffing patterns, workload, ratio of RNslLicenced Practical Nurses. incidence of
illness and work-related injuries. and perception of slaffing adequacy in
individual organizations).
Orpnintional Commitment Questionnaire
The oca, developed by Mowday et at (1979), was used to assess acute
care nurses' overall commitment to their organization. The 9~item version was
used in the current study. lIems are rated on a 7·point scale, ranging from 1
(strongly disagree) to 7 (strongly agree), with higher scores indicating greater
organizational commitment. Factor analysis has confirmed the construct validity
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of the scale (i.e.. unidimensional construct), and alpha coefficients were reported
to range from .84 to .90 (Mowday at al., 1979). This scale has been used
extensively in previous studies of health care personnel. In a repeat survey of
nurse participants in the Way (1995) study, Way and Gregory (2000) reported a
high internal consistency (0 = .92) for the aco.
Psychologica' Contract Violation Sca/.
The PCV scale. developed by Turnley and Feldman (1998), was used to
measure psychological contract violalion. The PCV scale is a 4-item scale that
assesses transactional and relational aspects of psychological contracts. It is
comprised of three positively 'tVO/'ded items and one negatively worded item.
Items are raled on a 5-point scale, ranging from 1 (very poorly fulfilfed, very
infrequenUy. much less than promised, Of much less than it should), to 5 (very
well fulfiJled, \/ery frequently, much more than promised. or more than it should).
Negatively worded items were reverse scored prior to data entry. The higher the
scale score, the tess the likelihood of perceived contract violation. Turnley and
Feldman reported high inlemal consistency for lhe PCV (0 =.86). Way and
Gregory (2000) also reported a good intemal consislency for this scale (0 =
75).
[!)
Intent to Stay Scale
The IS scale was adapted from the Intent to Quit and Job Search Scales
developed by Turnley and Feldman (1998). This 3-item scale was used to
assess the likelihood of staying with current employers, potential for leaving if an
external job opportunity became available, and search efforts for alternate job
opportunities. The IS scale is comprised of one positively worded item and two
negatively worded items. Items are rated on a 5-point scale, ranging from 1
(very unlikelylinfrequentfy) to 5 (very fikefylfreauently). Negatively worded items
were reverse scored prior to data entry. Turnley and Feldman reported a high
internal consistency (Q =.92) for the IS scale. Way and Gregory (2000) also
reported a good internal consistency for this scale (0 = .73).
Gene",' Job Satisfaction Scal.
The Hackman and Oldham (1975) GJS Scale of the Job Diagnostic
Survey was used to measure overall job satisfaction. The three items
comprising the scale are ranked from 1 (strongly disagree) to 7 (strongly agree),
with higher scores indicating greater job satisfaction. The GJS has been used
widely to assess nurses' job satisfaction, with reported reliabilities of t!: .76. Way
and Gregory (2000) also reported a very good internal consistency for this scale
(0 = .78).
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Restructuring S,Uis"'etion Scale
The Restructuring Satisfaction (RS) scale, developed by Way (' 999a),
was used to assess acute care nurses' satisfaction with managerial support and
interdisciplinary approaches 10 care. The five items comprising this scale are
rated on a 6-point scale, ranging from 1 (strongly disagree) to 6 (strongly agree),
with higher scores indicating greater satisfaction with restructuring initiatives.
Way and Gregory (2000) reported a fairly strong intemal consistency for this
scale (0 = .89).
Revised Impact of Health Care Reform Scal.
The RIHCRS (Way, 1999b) is a modified version of the Impact of Health
Care Reform Scale (IHeRS) developed by Way (1995). This scale was used to
measure acute cafe nurses' perceptions of the impact of health care reforms in
six content domains (i.e., importance of reforms, emotional climate of the
workplace, practice-related issues, quality of care concerns, safety concerns,
and standards of care concerns). The final version of the RIHCRS is comprised
of 28 items (i.e., items 36 and 62 dropped following factor analysis with the data
of several provider groups in the larger study), with 15 of the items positively
worded and thirteen negatively worded. Each item is rated on a 6-point Likert
scale, ranging from 1 (strongly disagree) to 6 (strongly agree). Negatively
worded items were reverse scored prior to data entry. The possible total score
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range is 28 10 168, with higher scores indicative of more positive attitudes
toward the impact of health care reforms.
Way (1995) reported on the strong validity and reliability of the original
IHeRS. Construct validity was supported by the strong, positive correlations
between the subscales and total scale (range: r=.64 to .90), and exploratory
and confirmatory factor analysis (i.e., 7-faetor solution explained 59,3% the tolal
variance). The alpha coefficient for the total scale was .87, with ranges from .61
to .79 for the subseales. Pyoe's (' 998) study findings also supported the validity
and reliability of the IHeRS. The total scale was reported 10 have an internal
consistency of .83, with ranges from .46 to .67 for the subseales. Finally, Way
and GregOlY (2000) also reported good validity and reliability of the RIHCRS.
Fador analysis supported the construct validity of the scale, with items loading
on six faetOfs representing theoretical meaningful dusters. The total scale also
had an internal consistency of .87. with ranges from .60 to .82 fOf the subscales.
Ethical Considerations
The study was approved by !he Human Investigation Committee, Faculty
of Medicine, Memorial University of Newfoundland (see Appendix A) as one
component of a larger study investigating the impact of restructuring on acute
care hospitals in Newfoundland and Labrador. The purpose of the current study
was outlined on the cover sheet of !he EAS. Potential participants were
II.
informed of the voluntary nature of their participation. and assured of complete
anonymity and confidentiality of responses. ARNNL registration numbers were
recorded on the questionnaires for the purpose of incJuding the same
respondents in the f(){IOW-up component of the larger study. The researcher
could not match registration numbers with personal identifiers (i.e., names or
addresses), since all identifying information was retained by the ARNNL
Dat. Analysis
Data were coded and entered into the Statistical Package for the Social
Sciences (SPSS) for analysis. There was a minimal amount of missing data,
thus cases were deleted selectively on a variable by variable basis. Descriptive
statistics were used to examine personal ctlaraderistics. staffing issues. and the
distribution of individual items. sub-scales, and total scale scores. Group
differences for the subscales and total scores v;ere determined by one-way
analysis of variance (ANOVA) and the I·test for independent groups. The
Sonterroni and Tamhane multiple comparison procedures were used to identify
differences in group means for ANOVA The appropriate bivariate correlation
coefficient, Pearson's r or Spearman's rho (i.e., depending on the severity of
score skewness), was used to determine the relationship between variables. An
alpha level of .05 was selected as the significance level for tests of association
and difference.
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Stepwise multiple regression analysis, using a sequential or hierarchical
approach based on the logic of the eMBI, was used to identify the best
predictors of intermediate outcomes (Le., psychological contract violation,
restructuring satisfaction, general job satisfaction, and organizational
commitment), and beha.... ioral intentions (Le., intent to slay). Only independent
variables depicting a strong correlation with intermediate outcomes and
behavioral inlentions were entered into the regression equation. Multicollinearity
did not surface as a problem during regression analysis. Cronbach's alpha was
used to assess the internal consistency of all EAS scales.
Umit.tions
Proportionate stratified random sampling was used to ensure appropriate
representation from various regions of the province. However, the low response
rate of 34.1 % may compromise the sample's representativeness and limits
accurate documentation of regional similarities/differences. Additional study
limitations include the use of self-report measures and the absence of
researcher control over the situation under which respondents completed the
questionnaire (e.g., collaboration with others, clarity or relevancy of scale items,
etc.).
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CHAPTER 4
Results
Study findings are presented in four sections. The first section presents a
descriptive profile of the sample and key study variables. The second section
summarizes the findings on the relationShips among variables. The third seclion
presents the results of multiple regression analysis. The final section discusses
the reliability and validity of the instruments based on stUdy findings.
Descriptive Profile
This section presents an overview of study findings on personal
characteristics and nurses' perceptions of staffing issues. Descriptive findings
afe also presented on key study variables (Le., impact of health care reforms,
restructuring and general job satisfaction, psychological contract violation,
organizational commitment, and intent to stay).
Persona' Characteristics
Tables 1 and 2 summarize key sample characteristics. The majority of
respondents were female (97.8%), had a diploma/certificate education level
(86.1%), were employed on a full~lime permanent basis (76.2%), and had 10 or
more years of nursing experience (74%). A significant percent of respondents
Tabfe 1
Personal CharKterlsfies (N =2Z3)'
Characteristic
Gender
Mate
Female
Education
Diploma/certificate
Baccalaureate
Masters or higher
Employment Status
Full-time
Part-time
Casual
Work Experience
4 years or less
5 to 9 years
10 to 19 years
20 years or more
Current Position Tenure
2 years or less
3to 4 years
5 to 9 years
10 to 19 years
20 or more
1 The sample size varies as a function of missing data.
5
218
192
29
2
170
36
17
22
36
93
72
47
34
62
63
17
119
"
2.2
97.8
86.1
13.0
0.9
76.2
16.1
7.6
9.9
16.1
41.7
32.3
21.1
15.2
27.8
28.3
7.6
Personal Characteristics
"
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Region of Employment
St. John's
Eastern 2 (Avalon)
Eastem 3 (Peninsulas)
Central (EastIWest)
Western
LabradoflNorthem
Staffing Issues
Bed Capacity
< 50
50 -100
> 100
Sick leave (Annual)
o days
1 -2 days
3-4days
5-6days
2: 7 days
, Sample size is a function of missing data.
9' 41.2
23 10.4
17 7.7
31 14.0
37 16.7
22 10.0
47 22.3
68 32.2
96 45.5
30 14.3
34 16.2
43 20.4
39 18.6
64 30.5
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were in their current positions for tess than 10 years (64.1%) and employed in
acute care facilities outside of the Sf. John's region (58.8%). The mean age tor
the sample was 38.26 (SO t 8.07).
Stafling Issues
Survey respondents were also asked 10 provide information on their
hospital's acute care bed capacity and personal sick leave days. A significant
percent of the respondents worked in hospitals with greater than 100 beds
(45.5%) and reported having 5 or more sick leave days over the past year
(49.1%).
The respondents were also asked to indicate how they felt about select
staffing issues in their organizations. Most nurses reported that the staffing
situation on their units was inadequate for meeting patient needs (62.1 %), the
current availability of registered nurse (RN) staff for patient care was much less
than prior to restructuring/downsizing (68.4%), and casual RNs or call backs
were often needed to bring the staff/patient ratio up 10 adequate levels (72%) A
majority of respondents also had annual leave requests denied (55.8%). and had
10 miss nutrition breaks (88.1%). On a more positive note, a slight majority of
respondents were never or rarely required to retum to work on their days-off
(52.1%).
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Impact ofHealth Ca,. Reforms
The areas addressed by health care reform impact included the
importance of reforms, the emotional climate of the workplace, practice-related
issues, quality of care, safety concems, and standards of care. Table 3 presents
the means, standard deviations, and weighted means for the subscales and total
score. Higher scores reflect more positive attitudes.
The findings indicated that most acute care nurses had negative attitudes
toward the overall impact of health care reforms (M =2.92). As well, the findings
indicated that nurses were most positive about the importance of reforms, safety
concerns, and practice·related issues, respectively. Conversely, nurses were
most negative about the emotional climate of the workplace, followed by quality
of care and standards of care.
The presentation of findings is organized according to each subseale of
the RIHCRS. The percentage of positive and negative responses reflect a
collapsing of all levels of agreement (positive) and disagreement (negative),
respectively.
Importance of reforms. With regard to health care reforms, most
nurses' perceptions were positive (M = 4.01). Individual items making up this
subscale provide greater insight into respondents' perceptions. Specifically,
most nurses understood the importance of downsizing! restructuring (53.8%),
believed that community-based care was a positive step (74.9%),
Table 3
ftfHn and Sf.nord Dev;.tion Scores for the RIHCRS (N =223)'
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Weightect2• ~
Sub.cales /of SO /of
Importance of Reforms 16.04 3.40 4.01
Workplace Issues
Emotional Climate 17.33 6.76 2.48
Practice-Related 11.41 4.50 2.85
Quality/Safety Concerns
Quality of Care 10.12 3.72 2.53
Safety Concerns 1558 4.50 3.12
Standards of Care 11.13 4.18 2.78
Overall Impact of Reforms 81.61 19.83 2.92
Note. RIHCRS =Revised Impact of Health Care Reform Scale.
1 Sample size varies due 10 missing data.
2 Subseale scores were summed and divided by the number of ilems to
generate a weighted mean for comparison purposes.
3 The rating scale for all of the subscales ranged from a low of (1) to a high of
(6), with a mean of 3.5.
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appreciated the challenges facing their profession (86.5%), and fell empowered
to be active participants in affirming an important future role for their profession
(61%).
Emotion.' climate. Most nurses viewed the emotional climate of the
workplace in a negative light (M =2.48). More specifically, mosl nurses felt
frustrated with the reduced level of care being provided due to increased
workloads (81.6%) and found their jobs less satisfying and challenging since
restructuring of the health care system (91.9%). As well, the majority of nurses
believed that increased demands and stress in the workplace had led to
unpleasant working relations with co·workers and other health care providers
(76%) and had engendered a sense of disillusionment and low morale (91.5%).
A significant, but smaller, percentage of respondents felt that the absence of a
supportive environment prevented them from giving that 'exira" effort when their
jobs demanded it (45%)
Practice-related issues. Overall, most nurses held negative attitudes
toward practice-(elated issues (M = 2.85). Most respondents felt that
management did not meet regularly with the staff 10 discuss workplace concerns
(54.3%) or to identify ways to resolve problems and build on strengths (63.2%).
Furthermore, most nurses feltlhatthey were not being provided with
opportunities (e.g., in·services, workshops, etc.) to keep current with latest
developments (58.3%). Finally, the majority of respondents fell that system
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changes had not provided health care providers win an opportunity to have
more control over their practice (82.1%),
Quality of care. The mea'1 score (M = 2.53) indicated that a significant
number of nurses had concerns aboutlhe quality of care being provided in their
institutions. Specifically, most nurses did not believe that supplieslresources
were adequate to ensure patient comfort (76.7%), or that it was possible to meet
patients' basic care needs (61.7%). Furthermore, most respondents fell that due
to increasing acuity levels it was not possible to adequately assesslmeet
patients' emotional/psychosocial needs (89.7%). As well, most respondents
believed that patients do not have reasonable access to health services since
downsizing/restructuring (75.2%).
Safety concems. The mean score (M =3.12) indicated that most nurses
were concerned about safety in the workplace. Most respondents felt that
agency procedures were being performed in a safe and competent manner
(68.2%) and the necessary physical resources (61.4%) were available to provide
safe care. In contrast, smaller percentages of nurses felt that required human
resources were always available to provide safe care (42.2%), believed that
adequate teachingtcounselling was being provided 10 patients and their families
prior to discharge (31.4%), and perceiVed that adequate community resources
were always available for patients foHowing hospital discharge (16.7%).
Standards of care. The mean score (M =2.78) indicated that nurses
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viewed the standards of care present in their institutions in a negative light.
Most nurses felt that in-service education on new policies/procedures were
insufficient to avoid placing palients al risk (54.5°k), and believed that patients
were more susceptible 10 potential harm from errors or delays due to increased
demands in the workplace (85.7%). Furthermore, a significant number of
respondents felt that it was necessary 10 lower professional standards due to
overwhelming workload demands (84.8%) and increased acuity and shortened
lengths of stay (70.3%)
Work-Related Variables
The PCV scale, the RS scale, the GJS scale, and the aeQ assessed
work-related attitudes. while the IS scale assessed behavioral intentions. The
mean, standard deviation, and weighted mean scores for the scales are
presented in Table 4. The findings are summarized according to each work-
related variable.
Psychologica' contract violation. The weighted mean score (M = 2.57)
indicated that most nurses believed that implied contracts with employers were
less than adequately fulfilled. The reader is reminded that higher scores are
indicative of lower levels of psychological contract violations.
These results are somewhat misleading due to the large number of
neutral responses. Individual items present a more complete picture of nurses'
Table 4
(N- 223)'
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Scales II SO Weighled2 Range
II
Psychological Contract Violation 10.27 2.44 2.57 1 -5
Restructuring Satisfaction 13.67 5.91 2.73 1 -6
General Job Satisfaction 12.20 4.48 4.07 1 -7
Organizational Commitment 30.35 11.64 3.37 1 -7
Intent to Stay 9.33 3.04 3.11 1 - 5
, Sample size varies with the amount of missing data in each scale.
2 Subseale scores were summed and divided by the number of items to generate
a weighted mean for comparison purposes.
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attitudes. Although 47.3% of respondents were neutral about how well
employers had fulfilled commitments made to them upon hiring, only 25.1 % felt
that original commitments had been fulfilled. Likewise, 46.2% of respondents
were neutral about how often their employers had failed to meet commitments
made 10 them, whereas 32.1 % indicated that this was an infrequent occurrence.
In contrast, while 48.6% of respondents felt that the amount of rewards received
from their organization was about the same as promised. 49.5% felt thallhe
amount was less than il should be. Finally, most respondents (87.7%) felt that
the amount of rewards received was much lower than their expectations.
Restructuring satisfaction. The mean score on the RS scale (M =2.73)
indicated that most respondents were generally dissatisfied with restructuring
The individual items of this scale provide a more insightful picture of how nurses'
were viewing restructuring initiatives. Most respondents were dissatisfied with
the interdisciplinary approach to patienUclient care (52.9%) and the time spent
on interdisciplinary conflicts (68.6%). With regard to how managers were being
perceived, most respondents were dissatisfied with the visibility and accessibility
of management since restructuring (68.6%), with the degree to which
management sought input on professional care standards (70.4%), and the
amount of informationlinservice provided to help prepare staff for restructuring
related..changes (70.4%).
General job satisfaction. Study findings indicated that nurses were
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neither totally satisfied nor dissatisfied with their jobs (M = 4.07). Individual
items making up the GJS provide a more in.oepth view of nurses' attitudes. The
majority of nurses were very satisfied with the type of work in their jobs (73.5%)
Conversely, less than one halfofthe respondents (45.3%) indicated that they
were satisfied with their jobs, and only 23.5% believed that their co-workers were
satisfied with their jobs
Organizational commitment. The findings indicated that most nurses
had low levels of commitment to their organizations (M = 3.37). Individual items
making up this subscale provide greater insight into respondents' perceptions.
Most nurses indicated thallhey were willing to give thai extra effort 10 ensure
organizational success (51.1%) and really cared about the fate of the
organization (63.3%). On the negative side, only a small percent of respondents
felt that their values and those of their organization were similar (24.9%), were
proud 10 tell others that they were part of the organization (25.8%), could tell
their friends that this organization is great to work for (17.1%), felt really inspired
to perform the best on the job (18.5%), were happy with selecting this
organization over others (24.5%), felt that this was the best of all possible
organizations for which to work (19.9%), and were willing to accept any type of
job assignment to maintain employment with the organization (12.2%).
Intenf fo .f"y. The findings suggested that most nurses were unsure
about whether or not they would stay with their organization (M =3.11). The
no
individual items for this scale provide greater insight into nurses intentions about
slaying with current employers. Although less than one-half of the respondents
reported that they would likely stay with current employers (49.8%), a significant
number were unsure (36.5%). Furthermore, while most respondents indicated
that they would likely leave their current positions if another employment
opportunity presented itself (52.7%), only 34.8% had seriously engaged in job
search activities.
Interrelationships Among Study Variables
This section examines the effect of personal characteristics or correlates
(Le , region of employment, employment status, work experience, current
position tenure, education, gender and age) and staffing issues (Le., hOspital
bed capacity. annual sick leave, and staffing adequacy) on the perceived impact
of health care reforms, psychological contract violation, restructuring and
general job satisfaction, organizational commitment, and intent to stay. One·way
analysis of variance (ANOVA) and the Hest for independent groups were used
to identify group differences. The Bonferroni and Tamhane multiple comparison
procedures were used to identify differences in group means for AN OVA. An
alpha level of .05 was selected as the significance level for tests of difference.
When appropriate, the relationships among major study variables were
examined. Pearson's r was used to determine the relationship among variables.
III
An alpha level of .05 was selected as the significance level for lests of
association.
Reform Impact and Penonal CharacteristicslSt.ffing Issues
The findings revealed few significant differences for the reform impact
variables across most correlates (i.e., personal characteristics and staffing
issues). There were no significant differences observed fer the reform impact
variables based on current position tenure, region of employment (i.e., 51. John's
'Is. other regions), education level, or acute care bed capacity. Gender
differences were not examined due to the small sample of males (i.e., four).
Employment status, won< experience, annual sick. leave, and age exerted the
greatest influence. Tables 5 and 6 summarize study findings.
Nurses working in fuJI-lime positions were significantly more positive
about the emotional climate of the workplace than those working on a part-lime
basis, F (2, 220) = 3.62, P < .05. Although work experience had a significant
effect on practice-related issues, F (3,219) =3.37, P < 05, quality of care, F (3,
219) = 2.73, P < .05, and overall impact of health care reform, F (3, 219) = 2.83,
P < .05, these differences failed 10 reach statistical significance on the post-hoc
comparison procedures. Finally, older nurses tended to perceive the emotional
climate of the workplace. r= .17, p < .05, safety issues, r= .17, p < .05, and the
overall impact of reforms, r= .17, p < .05, more positively than younger nurses
Table 5
Reform Impact Variables by Co".t.tes
Scale Employment Wor1<
S..tus Experience
Importance of Reforms F = 0.72 F = 0.20
(p = .490) (p = .896)
Workplace Issues
Emotional Climate F = 3.62" F= 1.89
(p = .028) (p= .132)
Practice-Related F= 0.91 F = 337'
(p = .403) (p = .019)
Quality/Safety Concerns
Quality of Care F = 0.84 F = 2.73'
(p = .434) (p = .045)
Safety Concerns F = 0.58 F = 135
(p = .559) (p = .258)
Standards of Care F= 2.17 F = 0.99
(p=.117) (p= .397)
Overall Reform Impact F = 2.28 F = 2.83'
(p= .105) (p = .039)
.p < .05, up < .01, ."p < .001
IJ2
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Table 6
Reform ImPKt V.I'M""s by Co"./ates
Scale Age Annual Sick
Leave
Importance of Reforms r= 0.12 F = 0.28
(p = .089) (p = .889)
Workplace Issues
Emolional Climate r=.1r F= 1.20
(p = .011) (p = .297)
Practice-Related r= .04 F= 1.24
(p = .596) (p = .297)
Quality/Safety Concerns
Quality of Care r= .12 F = 3.73-
(p = .074) (p = .006)
Safety Concerns r=.1r F= 4.36-
(p = .011) (p = .002)
Standards of Care r= .08 F=2.01
(p = .20) (p = .094)
Overall Reform Impact r= .17- F = 2.94-
(p= .014) (p = .022)
.p < .05, up < .01, u.p < .001
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Annual sick leave significantly affected select reform impact variables.
Specifically. nurses with 1 to 2 sick leave days were significantly more positive
about the Quality of care, F (4, 215) = 3.73, P < 01. and the overall impact of
reforms, F (4, 215) = 2.94, P < 05, Ihan those with 7 or more sick leave days.
As well, nurses with 1 to 2 sick leave days were significantly more positive about
safety measures than those with 510 6 days F (4, 215) = 4.36, P < . 01.
Table 7 summarizes the relationships among staffing adequacy and
reform impact variables. The low correlations indicate that these variables had a
minimal effect on perceptions of reforms. Grealer perceived staffing adequacy
for meeting patient care needs and greater perceived comparability of RN
availability prior to and post restructuring were significantly correlated with more
positive perceptions of the importance of reforms, the emotional climate of the
workplace, quality of care, safety measures, standards of care, and overall
reform impact. As well, greater perceived staffing adequacy was significantly
correlated with more positive perceptions of practice-related issues. In contrast,
greater reliance on casual RNs or call backs to ensure adequate stafflpatient
ratios was significantly correlated with more negative views of the emotional
climate of the workplace, practice-related issues, quality of care, safety
measures, standards of care, and the overall impact of reforms. In addition, a
greater frequency of annual leave refusals was significantly correlated with more
negative perceptions of the importance of reforms, the emotional climate of the
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Table?
Reform ImIMCt VambJes by Staffing Adequ.cy
Variable 511 512 513 514 515 516
, , , ,
Importance of Reforms .17* -.11 .16~ -.08 -.16- -.05
Workplace Issues
Emotional Climate 30"- -32- .16· -.19- -29- -.19*·
Practice-Related .21- -.21- 07 -21- -.28- -23"""
Quality/Safety Concerns
Quality of Care .37- -.28- .26- -.21- -.33- -.22-
Safety Concerns .29- -.19- .27- -.23- -.31- -.21-
Standards of Care 30- -22- .15· -.20- -.28- -.17·
Overall Impact .38- -.31- .24- -.26- -.38- -.25-
Note. 511 =staffing adequacy; 512 =casual/call back RN requirements; 513 =
RN slaff for patient care pre- and post-restructuring; 514 = ordered back to work
on days off; SI5 = denied annual leave; SI6 =frequency of missed nutrition
breaks
.. p < .05, ..... P < .01, ...... P < .001
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workplace with more negative perceptions of the importance of reforms. the
emotional climate of the workplace, practice-related issues, quality of care,
safety measures, standards of care. and the overall impact of reforms. Finally, a
greater frequency of being ordered back to work on days off and missing
nutrition breaks were significantly correlated with more negative perceptions of
the emotional climate of the workplace, practice.related issues, quality of care,
safety measures, standards of care, and the overall impact of reforms.
Work·Re/ated Variables and Personal CharacteristicslStaffing Issues
A number of correlates influenced nurses' ratings of work·related
variables. The discussion is organized according to each work.related variable.
Tables 8, 9, and 10 summarize study findings.
Psychological contract violation. With regards to psychological
contract violation, no significant differences were observed based on
employment status, current position tenure, education level. region of
employment, age, acute care bed capacity, or annual sick leave. Significant
differences in contract violations were obtained for years of work experience.
Nurses with 5 to 9 years of work experience were more likely to feel that their
employers had violated implied contracts than those with less than 5 years and
greater than 20 years work experience, F (3, 218) =4.75, P < .01.
TableS
Variable Employment wort<
Status Experience
Psychological Contract Violation F = 1.30 F = 4.75-
(p 0 .276) (p 0 .003)
Restructuring Satisfaction F= 1.14 F = 3.22"
(p 0 .322) (p =.024)
General Job Satisfaction F 0 0.55 Fo 1.60
(p 0 .579) (p =.190)
Organizational Commitment F = 2.96 F 0658-
(p 0 .054) (p 0 .000)
Intent to stay F= 5.31- F 0 6.35-
(p 0 .006) (p 0 .000)
.p < .05, "p < .01, ....p < .001
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Variable Current Position Age
Tenure
Psychological Contrad Violation F = 2.05 r= 0.13
(p = .108) (p = .056)
Restructuring Satisfaction F = 0.73 r= .03
(p = .536) (p = .630)
General Job Satisfaction F =.36 r= .18·
(p = .779) (p = .0lD)
Organizational Commitment F= 1.09 r= .1a-
(p = .354) (p = .007)
Intent to stay F=6.34- r=.2r-
(p = .000) (P =000)
.p < .05, "p < .01, •••p< .001
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Table 10
Worlr·Re/ated Variables by St.ffing Adequacy
Variable 511 512 513 514 515 51.
, ,
Contract Violation .31- -.28- .05 -.14* -28- -.23-
Restructuring 28-- -19- 11 -.19- ·.21 .... -.16·
General Job Satisfaction .29- -.39- 17" -.15· -23- -.14·
Commitment 23- -28- 1S- -.03 -.29- -.14*
Intent 10 Stay .18- -.17" 06 -.09 -.11 -.09
Note. 511 ::: staffing adequacy; 512 ::: casuaUcall back RN requirements; 513 :::
change in availability of RN staff for patient care; 514 ::: ordered back 10 work on
days off; 515 ::: denied annual leave; SI6 ::: frequency of missed nutrition breaks;
• p < .05, .... P < .01, - P < .001
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There were significant correlations among the staffing adequacy variables
and psychological contract violation, but most were in the low range. Grealer
perceived staffing adequacy for meeting patient care needs was significantly
correlated with fower le"els of psychological contract violation. In contrast,
greater reliance on casual RNs and/or call backs for ensuring adequate
staff/patient ratios was significantly correlated with higher levels of contract
violations. As well, higher incidences of being ordered back to work on days off.
having annual leave requests denied, and missing nutrition breaks were
significantly correlated with greater violations of implied contracts
Restructuring satisfaction. There were no significant differences in
restructuring satisfaction based on age, region of employment, employment
status, current position tenure, education level, acute care bed capacity, or
annual sick leave. The one exception was years of work experience. Nurses
working less than 5 years were significantly more satisfied with restructuring
than those with 10 to 19 years of work experience, F (3,219) =3.22, P < .05.
With regard to staffing adequacy, most variables, with the exception of
perceived changes in RN staff availability pre- and post-restructuring, exerted a
loW, but significant, effect on restructuring satisfaction. The findings indicated
that greater perceived staffing adequacy for meeting patient care needs was
significanlty correlaled with greater restructuring satisfaction. In contrast,
greater reliance on casual RNs and/or call backs to ensure adequate
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staff/patient ratios was significantly correlated with less restructuring satisfaction.
As well, a greater frequency of being ordered back to work on days off, having
annual leave requests denied, and missing nutrition breaks were significantly
correlated with lower levels of restructuring satisfaction.
Gene,., job satisfaction. There were no significant differences in
general job satisfaction based on current position tenure, years of work
experience. region of employment, employment status, education level, acule
care bed capacity, or annual sick leave. The only personal characteristic
observed to significantly affect job satisfaction was age. Older nurses tended to
be more satisfied with their jobs than younger ones, r =,1 e, p<.05.
All of the staffing adequacy variables depicted low, significant correlations
with restructuring satisfaction. The findings indicated that greater perceived
staffing adequacy for meeting patient care needs and greater comparability of
RN staff availability pre- and post-restructuring were significantly associated with
greater overall job satisfaction. In contrast, greater reliance on casual RNs
and/or call backs to ensure adequate staff/patient ratios was significantly
correlated with lower levels of job satisfaction. As well, a greater frequency of
being ordered back to work on days off, having annual/eave requests denied,
and missing nutrition breaks were significantly correlated with less overall job
satisfaction.
Organ;zlltional commitment. No significant differences were observed
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in organizational commitment for position tenure, employment status, education
level. region of employment, acute care bed capacity, or annual sick leave.
Years of work experience and age were found to exert significant effects on
commitment. Generally, nurses with 5 to 19 years of work experience were
significantly less committed to their organizations than their counterparts with
less than 5 years or greater than 20 years experience, F (3, 218) =6.58, P <
.001. Finally, older nurses were significantly more committed to their
organization than those younger in age, r=.18, P < .01.
Most of the staffing adequacy variables were observed to exert a low, but
significant, effect on organizational commitment. The only exception was the
frequency of annual leave refusals. The findings indicated that greater
perceived staffing adequacy for meeting patient care needs and greater
comparability of RN staff availability pre- and post-restructuring were
significantly correlated with greater organizational commitment. In contrast,
greater reliance on casual RNs and/or call backs to ensure adequate
stafffpatient ratios was significantfy correlated with lower levels of commitment.
Finally, a greater frequency of being ordered back to work on days off and
missing nutrition breaks were significantly correlated with lower levels of
commitment.
Intent to stay. With regard to intent to stay, significant differences were
observed based on years of work experience, employment status. current
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position tenure, and age. No significant differences were found for education,
region of employment, acute care bed capacity, or annual sick leave. Nurses
with 10 or more years of wor!< experience were significantly more likely to stay
with their current employers than with 5 to 9 years, F (3,218) =6.35, p < .001
In addition, nurses employed in full-time positions or in their current positions for
10 years or more were significantly more likely to stay with their current
employers than their counterparts employed on a part·time basis, F (2, 219) =
5.31, P < .01, or in current positions for less than 10 years, F (3, 218) =6.34, P <
001. Finally, older nurses were significantly more likely to stay with current
employers than younger nurses, r =.27, P < .00t
Most of the staffing adequacy variables were not found to influence intent
to stay. The only exceptions were perceived staffing adequacy and the use of
casual/call back RNs. The findings indicated that greater perceived staffing
adequacy for meeting patient care needs and less reliance on casual RNs
and/or call backs to ensure adequate staff/patient ratios were significantly
correlated with a greater likelihood of staying with current employers.
Reform Impacf and Worlc·Re/ated Variables
There were statistically, significant positive relationships among all of the
reform impact and work-related variables (see Table 11). Overall, the findings
indicated that nurses who viewed the impact of health care reforms in a more
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Table 11
Correlation of Reform ImIMet VIIt'iables with Worle-Re/ated Variables
Variable PCV RS GJS OC IS
Importance of Reforms .19- 28- .26- .35- -02
Workplace Issues
Emotional Climate .57- .51- 47- .54- 38-
Practice-Related .38- 66- .25- .46- 27-
Quality/Safety Concerns
Quality of Care .42- .42.... .28- .45- .28-
Safely Concerns .43.... .42- 35- 44- .36-
Standards of Care 39- .40.... 26- 35- 28-
Overall Impact .57- 63- .45.... .60- .38-
Note. PCV = Psychological Contract Violation; RS = Restructuring Satisfaction;
GJS = General Job Satisfaction; OC = Organizational Commitment: IS = lntenllo
Stay.
• p < .05, ... P < .01, .... P < .001
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positive light were less inclined to believe that employers had violated
psychological contracts, were more satisfied with restructuring initiatives and
their jobs, were more committed to their organizations, and were more likely to
stay with their current employer.
Based on the coefficient of determination (i.e., ?), the importance of
reforms accounted for 3.6%,7.8%,6.8%, and12.3% of the variance in
psychological contract violation, restructuring satisfaction. general job
satisfaction. and organizational commitment, respectively. The emotional
climate of the work environment accounted for 32.5%, 26%, 22.1%, 29.2%, and
14.4% of the variance in psychological contract violation, restructuring
satisfaction, general job satisfaction, organizational commitment, and intent to
stay, respectively. Practice-related issues accounted for 14.4%, 43.6%. 6.3%,
21.2%, and 7.3% of the variance in psychological contract violation,
restructuring satisfaction, job satisfaction, organizational commitment, and intent
to stay, respectively. Quality of care accounted for 17.6%, 17.6%, 7.8%, 20.3%,
and 7.8% of the variance in psychOlogical contract violation, restructuring
satisfaction, general job satisfaction, organizational commitment, and intent to
stay, respectively. Safety issues accounted for 18.5%,17.6%,12.3%,19.4%,
and 13% of the variance in psychological contract violation, restructuring
satisfaction, general job satisfaction, organizational commitment, and intent to
stay, respectively. Standards of care accounted for 15.2%, 16%,6.8%,12.3%,
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and 7.8% 01 the variance in psychological contract violation, restructuring
satisfaction, general job satisfaction, organizational commitment, and intent to
stay, respectively. Finally, the overall reform impact accounted for 32.5%.
39.7%,20.3%,36%. and 14.4% of the variance in psychological contract
violation, restructuring satisfaction, general job satisfaction, organizational
commitment, and intent to stay, respectively
PCV, RS, GJS, OC, and IS
Statistically, significant positive relationships were observed among all of
the work-related variables (see Table 12). In terms of the coefficient of
determination (i.e., ~), psychological contract violation accounted for 19.4%,
19.4%,41%. and 21.2% of the variance in restructuring satisfaction, general job
satisfaction, organizational commitment, and intent to stay, respectively.
Restructuring satisfaction accounted for 15.2%, 24%, and 7.8% of the variance
in general job satisfaction, organizational commitment, and intent to stay,
respectively. General job satisfaction accounted for 30.3% and 13.7% of the
variance in organizational commitment and intent to stay, respectively. Finally,
organizational commitment accounted for 24% of the variance in intent 10 stay.
Predictors of Outcome
Stepwise multiple regression analysis was used to identify significant
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Table 12
Conel.tions Among PCV, RS, GJS, OCt and IS
PCV RS GJS OC IS
, , ,
PCV
RS .44-
GJS 44- 39-
OC 64- 49- 55-
IS 46- 28- 37- .4S-
Note: PCV = Psychological Contract Violation; RS =Restructuring Satisfaction;
GJS =General Job Satisfaction; OC =Organizational Commitment; and IS =
Intent 10 Stay.
"'p<.OO1
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predictors of intermediate outcomes (i.e., psychological contract violation,
general job satisfaction, restructuring satisfaction, and organizational
commitment) and behavioral intentions (i.e., intent to stay). Different
combinations of predictor variables were used to identify the best regression
model for each outcome variable. The determinants or reform impact variables
(i.e., importance of reforms, emotional climate, practice-related issues, quality of
care, safely concerns, and standards of care) were entered first as a group.
followed by the cavariales of each intermediate outcome, and finally the
correlates (Le., personal characteristics and staffing issues). The tabular
presentations of the results are restricted 10 the final regression models for each
outcome variable (see Tables 13 and 14).
Psychological Con'ract Violation
The first level modelling was restricted to a consideration of the predictive
power of the reform impact variables and correlates on implied contract
violations. Correlation analysis demonstrated significant, positive relationships
between all major components of the RIHCRS (i.e., perception of reforms,
emotional climate, practice-related issues, quality of care and safety concerns,
standards of practice) and psychological contract violation. Several correlates
were also found to influence contract violations (i.e., years of work experience,
staffing adequacy, use of casual RNs andlor callbacks, availability of RNs pre-
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and post-restructuring, frequency of required overtime, denied annual leave, and
missed nutrition breaks).
During the first step of regression analysis, emotional climate, quality of
care, and practice-related issues combined to explain 36.4% of the variance in
implied contract violations. Emotional climate entered the regression equation
first, accounting for 32.6% of the variance. This variable was followed by quality
of care and praetice-reJated issues which accounted for an additional 2.5% and
1.3%, respectively. Importance of reforms, safety issues, and standards of care
failed to enler the regression equation.
When the correlates were added at the second step. only frequency of
annual leave denial entered the regression equation and practice-related issues
was removed. Emotional climate, quality of care, and the frequency of annual
leave denial combined to explain 39.7% of the variance in psychological contract
violation. Emotional climate entered the regression equation first, accounting for
35.2% of the variance. This variable was followed by quality of care and
frequency of annual leave denial, accounting for an additional 3.2% and 1.3%,
respectively. The results of the final model are presented in Table 13.
Restructuring Satisfaction
The second level modelling examined the predictive power of reform
impact variables, psychological contract violation, and correlaies on
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Table 13
Stepwise Multiple Reglession on PCV, RS. and GJS
Multiple Adj.R' R' F P
R change Value
Variable Contract Violation
Emotional Climate 593 348 .352 107,38 .000
Quality of Care .619 377 032 61.29 000
Annual Leave Denial .630 387 .013 42.94 000
Restructuring Satisfaction
Practice-Related Issues 656 .428 .431 167.15 .000
Emotional Climate 701 486 .060 106.07 .000
Quality of Care 708 494 .010 73.29 .000
General Job Satisfaction
Emotional Climate 515 .262 286 70.51 .000
Casual/Callback RNs 563 .310 052 45.11 000
Contract Violation .580 .326 019 32.60 .000
Note. PCV =Psychological Contract Violation; RS =Restructuring Satisfaction;
GJS = General Job Satisfaction.
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restructuring satisfaction. Restructuring satisfaction depicted strong, positive
correlations with all of the reform impact variables and psychological contract
violation. Years of experience and most staffing adequacy variables, with the
exception of perceived changes in the availability of RN staff prior to and post
restructuring, were significantly associated with restructuring satisfaction.
During the first step of regression analysis, practice-related issues,
emotional climate, and quality of care combined 10 explain 50.1 % of the variance
in restructuring satisfaction. Practice·related issues, emotional climate and
quality of care accounted for 43.1 %.6%, and 1% of the variance, respectively.
Safety concerns, importance of reforms. and standards of care failed to enter the
regression equation. When psychological contract violation was added at the
second step and the correlates at the third step, none of these variables entered
the regression equation. The final model's results are summarized in Table 13
Genenl Job S.tis"ction
The third level modelling considered the predictive power of reform impact
variables, psychological contract violation, restructuring satisfaction, and
correlates on general job satisfaction. All of the impact of reform variables, as
well as psychological contract violation and restructuring satisfaction, depicted
significant, positive correlations with job satisfaction. The staffing adequacy
variables were also significantly correlated with general job satisfaction. Age
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was the only personal characteristic that significantly influenced job satisfaction.
The first regression model revealed that two reform impact variables,
emotional climate and importance of reforms, combined to explain 23.4% of the
variance in job satisfaction. Emotional climate and importance of reforms
accounted for 22% and 1.4% of the explained variance, respectively. Practice-
related issues, safely concerns, standards of care, and quality of care failed 10
enter the equation.
When perceived contract violation was added at the second step,
emotional climate, contract violalion, and importance of reforms combined to
explain 28.5% of the variance in job satisfaction. Emotional climate. contract
violation, and importance of reforms accounted for 23%. 4.1%, and 1.4% of the
explained variance, respectively.
Restructuring satisfaction was entered at the third step. Emotional
climate, contract violation, and restructuring satisfaction combined to explain
29.3% of the variance in job satisfaction. Importance of reforms failed to enter
the regression equation. Emotional climate, contract violation, and restructuring
satisfaction accounted for 23%,4.1%, and 2.2% of the variance, respectively.
The correlates were entered at the final step. Age failed to enter the
regression equation. The only staffing adequacy variable to enter the equation
was reliance on casual/call back RNs. As well, restructuring satisfaction was
removed from the model. The final model revealed that emotional climate,
ISl
reliance on casuallcall back RNs and contract violation combined to explain
33.7% of the variance in job satisfaction. Emotional climate entered the
regression equation first, accounting for 26.6% of the variance. This variable
was followed by reliance on casuallcall back RNs and contract violation,
accounting for an additional 5.2% and 1.9%, respectively (see Table 13).
Organizational Commitment
The fourth level modelling considered the predictive power of reform
impact variables, psychological contract violation, restructuring satisfaction,
general job satisfaction, and correlates on organizational commitment.
Organizational commitment depicted moderate, positive relationships with the
reform impact variables, psychological contract violation, restructuring
satisfaction, and general job satisfaction. The only correlates which influenced
commitment were age and years of work experience. Most of the staffing
adequacy variables, with the exception of ordered back to work on days off, were
also significantly correlated with commitment.
During the first step of regression analysis, emotional climate, practice~
related issues, quality of care, importance of reforms, and standards of care
combined to explain 41.5% of the variance in organizational commitment.
Emotional climate and practice-related issues accounted for 28.6% and 6.6% of
the explained variance, respectively. Quality of care, importance of reforms, and
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standards of cafe contributed an additional 2.6%, 2.4%, and 1.3% to the
explained variance, respectively. Safety concems failed to enter the equation.
Psychological contract violation was added at the second step. Emotional
climate and standards of care were removed, and contract violation surpassed
practice-related issues in predictive power. Contract violation, practice-related
issues, importance of reforms, and quality of care combined 10 explain 51.6 % of
the variance in commitment, contributing 40.7%. 6%, 3.1 %, and 1.8%,
respectively,
When restructuring satisfaction was added at the third slep, it failed 10
enter the regression equation. General job satisfaction was added at the fourth
slep. Contract violation, general job satisfaction, practice-related issues,
importance of reforms, and quality of care combined to explain 57.4% of the
variance in commitment, contributing 40.7%, 9.4%, 4.5%, 1.6%, and 1.2%,
respectively
When the correlates were added at the fifth step, the personal
characteristics of age and years of experience faited to enter the regression
equation. The only staffing adequacy variable 10 enter the equation was
perceived adequacy. As well, standards of care re-entered the regression
equation. The final model revealed that contract violation, general job
satisfaction, practice-related issues, importance of reforms, quality of care,
standards of care, and staffing adequacy combined to explain 60.8Qk of the
1S5
Table 14
Stepw;se Muniple Regre$$;on on OC and IS
Multiple Adj. R' R' F P
R Change Value
Variable Commitment
Contract Violation 656 .427 .430 147.77 000
Job Satisfaction .724 .519 .094 107.29 .000
Practice-Related Issues 751 .557 .040 83.59 000
Importance of Reforms .761 .570 .015 66.39 .000
Quality of Care .767 .576 009 54.91 000
Standards of Care .775 .587 012 47.77 000
Staffing Adequacy .780 594 .008 42.11 .000
Intent to Stay
Commitment .496 .242 246 66.47 000
Position Tenure .569 .317 .078 4850 .000
Contract Violation .593 .341 028 36.43 000
Employment Status .613 .364 025 30.28 .000
Safety Concerns .623 .373 013 25.42 .000
Note. OC = Organizational Commitment; IS = Intent 10 Stay.
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variance in commitment, contributing 43%, 9.4%, 4%, 1.5% , .9%, 1.2%, and
.8%, respectively. The best model for commitment is presented in Table 14.
Intent to Stay
The fifth level modelling considered the predictive power of reform impact
variables, contract violation, restructuring satisfaction, general job satisfaction,
organizational commitment, and correlates on intent to stay. Intent to stay
depicted slrong, positive correlations with most reform impact variables, with the
exception of importance of reforms. as well as restructuring satisfaction, job
satisfaction, contract violation, and organizational commitment. Several
personal characteristics (Le., work experience, employment status, position
tenure, and age) were found to influence intentions. The only staffing issues
variables that affected intent to stay were staffing adequacy and reliance on
casual/callback RNs
During the first step of regression analysis. emotional climate and safety
concerns combined to explain 18.3% of the variance in intent 10 stay,
contributing 14.8% and 3.5%. respectively. When perceived contract violation
was added at the second step, emotional climate failed to enter the regression
equation. Contract violation and safety concerns combined to explain 24.7% of
the variance in intent to stay. Contract violation explained 21.1%, while safety
concems accounted for 3.6%.
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Restructuring satisfaction was added at the third step, but failed to enter
the regression equation. General job satisfaction was added at the fourth slep
Contract violation, general job satisfaction and safely concerns combined to
explain 27.6% of the variance in intent to slay. Contract violation explained
21.1 % of the variance, while general job satisfaction and safety concerns
accounted for 4.1% and 2.4%, respectively.
Commitment was entered at the fifth step and surpassed contract violation
in predictive power. General job satisfaction was removed from the regression
equation. Organizational commitment, contract violation, and safety concerns
combined 10 explain 29.5% of the variance in intent to stay, contributing 24.1%,
3.5%, and 1.8%, respectively.
The correlates were entered at the sixth step. Only time in current
position and employment status entered the regression equation.
Organizational commitment, time in position, contract violation, employment
status, and safety concerns combined to explain 38.9% of the explained
variance in intent to stay, accounting for 24.6 %,7.8%,2.8%,2.5%, and 1.3%,
respectively. The results of the final model are summarized in Table 14.
Reliability and Validity of Study Instruments
The reliability and validity of the RIHCRS and PCV, RS, GJS, OCO, and
IS scales were also examined for the study population. Cronbach's alpha was
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used to assess internal consistency. The intercorrelalions among subseale and
tolal scores assessed the construct validity of the RtHCRS.
RfHCRS
Within the current sample, the tolal instrument had an alpha coefficient of
.89, indicating a high level of internal consistency. Alpha coefficients for the
subscales ranged from ,50 to .81: importance of reforms (.50), quality of care
(.65), safety concerns (.66), standards of care (.75), practice-related issues
(.77), and emotional climate (.81). These findings indicate thai the total scale
and the 5ubscales have a fair to very good internal consistency.
Most of the inlercorrelations among the subscales were statistically
significant and within the moderate 10 strong range (p < .001) (see Table 15).
The only exception was the low asssociation between the importance of reforms
subscale and most other subscales. The findings suggest that the subscales are
related and represent distinct dimensions of the impact of health care reforms
(Le., good discriminatory power). In summary, the intercorrelations among the
subscales and the subscales to total scale suggest that the RIHCRS has good
construct validity.
PCV. RS, GJS. OCQ. and IS Scales
Alpha coefficients were also generated for the scales measuring
Table 15
CorreJ.tions Among RIHCRS and Subscales
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Variable EC PR QC 51 5C RIHCR
Importance of Reforms (IR) .31- .29- .15· .22- .25- .48--
Emotional Climate (Ee) .44*- .50- .53- .64- .84--
Practice-Related (PR) 37- .39- .32- .65-
Quality of Care Cae) .66- 63- .75-
Safety Issues (SI) 58- 78-
Standards of Care (SC) .79-
Note. RfHCRS =Revised Impact of Health Care Reform Scale.
•- p < .001
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psychological contract violation (Le., PCV scale), restructuring satisfaction (i.e.,
RS scale), general job satisfaction (Le., GJS scale), organizational commitment
(Le., CeQ), and intent to stay (Le.. IS scale). The intemal consistency for the
PCV scale (a =.76), RS scale (0 = .89), GJS scale (a = .80), CCQ (0 =.91),
and IS scale (a =.73) was quite strong in the current sample.
Summary
The acute care nurses in this study were generally negative about the
overall impact of health care reforms five 10 six years post-implementation.
Respondents were most negative about the emotional climate of the workplace
and the quality of care present in their hospitals. The only aspect of reforms thai
merited positive ratings was their perceived importance. Several correlates (i.e.,
region of employment, employment status, work experience, annual sick leave,
age, and staffing adequacy variables) were found to exert a significant, but
minimal, effect on nurses' perceptions.
The findings also demonstrated that acute care nurses felt their
organizations had violated implied psychological contracts made upon hiring,
were generally dissatisfied with most aspects of restructuring, were neither
totally satisfied nor dissatisfied with their jobs, had slightly low levels of
commitment to their organizations, and were uncertain about whether they would
stay with current employers. Most correlates had minimal effects on the work-
'6'
related variables (Le.. psychological contract vioration. restructuring satisfaction,
job satisfaction. organizational commitment, and intent 10 stay). The correlates
mosl likely to influence work-related variables included region of employment
status, work experience, current position tenure, age, and staffing adequacy
variables.
Most of the work-related variables, with the exception of intenllo slay and
importance of reforms, were significantly and positively related to the reform
impact variables. Specifically, lesser likelihood of contract violation, higher
levels of restructuring and general job satisfaction, greater organizational
commitment, and greater intent to stay were associated with more positive
perceptions of the importance of reforms, the emotional climate of the workplace,
practice-related issues, quality of care, safety measures, and standards of care
As well, all of the work-related variables also depicted significant, positive
relationships with each other.
Different combinations of reform impact variables and covariates emerged
as significant predictors of psychological contract violation, restructuring
satisfaction, job satisfaction, and organizational commitment. For the most part,
none of the correlates were observed to be high in predictive power. Two impact
variables (i.e., emotional climate and quality of care) emerged as significant
predictors of psychological contract violation, accounting for 38.4% of the total
variance. One correlate (i.e., frequency of annual leave denial) contributed an
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additional 1.3%. Three impact variables (i.e., practice-felated issues, emotional
dimate, and quality of cafe) emerged as significant predictors of restructuring
satisfaction, accounting for SO.1% of the explained variance. With regard to
general job satisfaction, one impact variable (i.e., emotional cfimate) emerged as
the most significant predictor, accounting for 26.6% of the explained variance.
One correlate (i.e., reliance on casuallcall back RNs) and one co....ariate (i.e.,
psychological contract violation) combined to contribute an additional 7.1 0,," to
the total explained variance,
Counter to expectations psychological contract violation emerged as the
best predictor of organizational commitment, accounting for 43% of the
explained ....ariance. Job satisfaction accounted for a much smaller proportion of
the variance (i.e., 9.4%). Four impact variables (Le., practice..,elated issues,
importance of reforms, quality of care, and standards of carel combined to
contribute 7.6% to the explained variance. The correlates contlibution to the
model was limited to the .8% by the perceived adequacy of staffing variable.
Consistent with expectations, organizational commitment emerged as the best
predictor of turnover intentions, accounting for 24.6% of the explained variance.
Comparatively, three impact variables (i.e., importance of reforms, emotional
climate, and safety concerns) and two correlates (i.e" position tenure and
employment status) accounted for an additional 7.8% and 9.4% of the ....ariance
in intent to stay over that explained by commitment.
[63
CHAPTER 5
Discussion
The eMSI provided the framework for this study. The model proposes
thai determinants (I.e.. perceptions of the impact of health care reforms or job-
related and work environment factors), covariales or intermediate outcomes (i.e.,
intervening attitudes), and correlates (i.e., personal characteristics and staffing
issues) exert a direct and indirect effect on behavioral intentions. The
discussion of findings is presented according 10 the major components of Ihe
eMSI and the proposed relationships among them.
Determinants
One of the research questions investigated in this study focused on acule
care nurses' perceptions of the overall impact of health care reforms. The
determinants or impact areas selected for investigation included the importance
of reforms, emotional climate of the worKplace, praclice·related issues, quality of
care, safety concems, and standards of care. In the current study, registered
nurses, in general, had negative altitudes toward the overall impact of reforms
Nurses were most positive about the importance of reforms, safety measures,
and praclice·related issues. In contrast, the most negative ratings were given to
the emotional climate of the workplace, quality of care, and standards of care.
These findings on the most positive and negative areas of reform impact were
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comparable to those reported by Way (1995), Pyne (199B), and Way and
Gregory (2000).
In comparison to the 1995 baseline dala (i.e., prior to re-engineering and
early into regionalization) on registered nurses working in diverse clinical
settings, the current study's findings provide evidence for a significant worsening
of attitudes toward the impact of health care reforms (i.e., emotional climate,
practice-related issues, quality of care, safety concerns, standards of care, and
importance of reforms). Similar findings were reported by Way and Gregory
(20aO) six months previous to the current study. As well, Pyne (19gB) reported
comparable study findings for a convenience sample of acute care nurses one
year post-regionalization and six months following introduction of program-based
management and a professional practice model
Several studies were identified from the literature which examined the
impact of health care reforms on acute care nurses' perceptions of the emotional
climate, practice-related issues, quality of care, safety concerns, standards of
care, and the importance of reforms for nurses and consumers, Specifically,
findings from studies by Armstrong-Stassen et ai, (1996), Blythe et al. (2001),
Corey-Lisle et al. (1999), Laschinger et al. (2001), and Woodward et al. (1999)
generally support a decline in nurses' perceptions of the emotional climate of the
workplace (e.g., frustration with reduced levels of care, jobs less satisfying and
challenging, fragmented relations with co-workers, low morale and motivation,
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decreased recognition/appreciation for work, increased stress, etc.). In contrast,
other researchers found that health care reforms had minimal, no, or
inconsistent effects on the emotional climate (Best at aI., 1997; Hastings &
Waltz. 1995; Seago, 1999; Weslrope at at, 1995).
Study findings are also contradictory concerning the impact of health care
reforms on praetjce~related issues (e.g., conlrol over practice, autonomy,
feelings of powerlessness. input into decision-making, continuing education or
professional growth opportunities, elc.). Consistent with the current study's
findings. several researchers (Aiken at aI., 2000; Armstrong-Stassen at aI.,
1996; Blythe at al., 2001; Corey-Lisle at al., 1999; Krugman & Preheim, 1999;
Laschinger et aI., 2001; Woodward et aI., 1999) found support for the negative
impact of reforms on nursing practice. In contrast, other researchers found that
health care reforms had minimal. no, or inconsistent effects (Anthony, 1999; Best
et aI., 1997; Effken & Stetler, 1997; Hastings & Waltz. 1995; Pillar & Jarjoura.
1999; Seago, 1999; Westrope et aI., 1995).
In the current study, staff nurses rated the Quality of care as being low in
their institutions. The majority of studies conducted with acute care nurses have
documented a general decline in perceptions about the overall Quality of care
present in hospitals. Several researchers have noted that nurses feel the
negative impact of decreased staffing resources and available time for providing
comfort and basic care, as well as dealing with psychosocial needs (Aiken et at,
166
2000; Baumann at al., 2001; Blythe at al., 2001; Corey-lisle at al .. 1999;
Laschinger et al., 2001; Maurier & Northcott, 2000; Shindul-Rothschild et aI.,
1996,1997; Woodward et aI., 1999). However, there are reports that health
care reforms have had minimal to no impact on the quality of patient care (Effken
& Stetler, 1997; Hastings & Waltz, 1995; Pillar & Jarjoura, 1999; Westrope at at.
'995).
Fewer studies have been conducted on the impact of reforms on acute
care nurses' perceptions of safety measures (e.g.. discharge preparation,
community resources, competence with procedures. etc.) and standards of care
(e.g., less ability 10 meel standards due to increased workload/responsibilities.
increased patient acuity, etc.). Consistent with the current study's findings,
research findings suggest that health care reforms have had a negative impact
on nurses' perceptions of safety (Baumann et aI., 2001; Blythe et aI., 2001;
Laschinger et at, 2001; Shindul-Rothschild et al., 1996) and care standards
(Baumann et at; Blythe et at.; Laschinger et a!.; Maurier & Northcott, 2000;
Shindul-Rothschild et al., 1996, 1997; Woodward et aI., 1999).
In the current study, most respondents supported the importance of
reforms (i.e., the value of reforms, greater consumer accountabilityl
responsibility, appreciated professional challenges, and empowered to be active
participants). Consistent findings have been reported at various stages in the
post-reform period in the province (Pyne, 1998; Way, 1994, 1995; Way &
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Gregory, 2000). As well, positive aspects of reform (e.g., recognition of the
intent and value of reforms, etc.) halle been reported by other researchers (Best
at aI., 1997; Corey-lisle at at, 1999; Hastings & Waltz, 1995).
Intermediate Outcomes and Behavioral Intentions
The current study examined acute care nurses' levels of psychological
contract violation, restructuring satisfaction, general job satisfaction,
organizational commitment, and intent to stay. As well, a focus of this study was
to document regional differences in nurses' attitudes and behavioral intentions
The following discussion of study findings is organized according 10 each
intermediate outcome and intent 10 stay.
Psychologic.' Contract Viol.tion
In the current study, most acute care nurses believed that psychological
contracts with their organizations had been violated. Way and Gregory (2000)
reported similar findings. The fact that comparable findings were obtained from
two samples of nurses wor1<ing in different settings (i.e., acute care settings in
the current study vs. mixed settings in the 1999 study) reinforces the assertion
that health care reforms may enhance perceptions of implied contract violation
Although no additional studies were identified within the health care
sector, the current stUdy's findings, in general, support the conclusions of thOse
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conducted within the business community. Robinson and Rousseau (1994)
reported that 58.9% of their sample of MBA alumni graduates had experienced
at least one instance of psychological contract violation by employers. Tumley
and Feldman (1998) found thaI 25% of their sample of managers and executives
employed in restructured organizations reported contract violation. Tumleyand
Feldman (1998. 1999) found that business managers in restructured
corporations (Le., layoff's, reorganizations. mergers, and acquisitions) were more
likely to report implied contract violation than theif counterparts working in more
stable environments. In contrast, the current stUdy's findings failed 10
demonstrate significant differences between nurses working in the 51. John's
region, where the most extensive reforms were implemented, and their
counterparts woriting in other regions of the province.
In the current study, respondents were divided on how well health care
organizations had fulfilled commitments made upon hiring or how frequently they
had violated them. While one-half of respondents felt that the amount of
rewards received was less than promised, the majority indicated that this amount
was much lower than expectations. Similarly, other researchers (Robinson &
Rousseau, 1994; Turnley & Feldman, 1998, 1999) have found support for
greater perceived violations in relation to extrinsic rewards (e.g., base salary,
overall benefits, regUlarity of pay increases, etc.)
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Restructuring S.tisfaction
In the current study, acute care nurses were generally dissatisfied with
restructuring initiatives. No significant differences were obsel\led between
nurses working in the 51. John's region and their counterparts working in other
regions. Comparable findings were reported by Way and Gregory (2000)
Specifically, most nurses in the eurrent study were dissatisfied with the
visibility and accessibility of management since restructuring, the degree to
which management sought input on professional care standards, and Ihe
amount of informationJinservice provided to help prepare staff for restructuring
related-changes. Similarly, olher researchers have reported that nurses tend 10
find managers less visible and accessible since downsizing and restructuring
(Blythe et al.. 2001; Fletcher, 2001; Laschinger et al.. 2001) and less supportive
(Aiken et at, 2000; Armstrong-Stassen et al., 1996; Blythe et al.; Corey-Lisle et
aI., 1999; Fletcher; Laschinger et al.; Woodward et aI., 1999). Other
researchers also reported that nurses felt that they were not given adequate
information on or support for system changes (Blythe et al.; Laschinger et at).
In the current study, most respondents were also dissatisfied with the
interdisciplinary approach to care and the time spent on interdisciplinary
conflicts. Contrasting findings have been reported on the implications of reforms
for interdisciplinary relations. Nurses' perceptions of increased strained
relations with other health care providers, especially physicians, in acute care
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settings following significant downsizing was reported by Aiken et at (2000),
Maurier and Northcott (2000), and Baumann et at (2001). In contrast, Effken
and Steller (1997) and Bryan et af. (1998) found thai interdisciplinary relations
improved following the introduction of patient-cenlered programs in tertiary care
centres.
Job Satisfaction
In the current study, acute care nurses were neither totally satisfied nor
dissatisfied with their jobs. These findings are comparable to those reported by
Way and Gregory (2000). According to the results of previous studies. the
overall job satisfaction of nurses working in acule care settings can be quite
variable, ranging from slightly dissatisfied (Johnston, 1997; Shader et af., 20001;
Tumufty et aI., 1994) 10 somewhat or slightly satisfied (Armstrong-Stassen et al..
1996; Fletcher, 2001; Hastings & Waltz, 1995; Kangas et aI., 1999; lucas et al..
1993; Morrison et aI., 1997) to moderately satisfied (Boyle et aI., 1999; Kennerly,
2000; laschinger & Havens, 1996; Lum et al., 1998; Woodward et al., 2000).
Pyne (1998) examined the impact of reforms on the job satisfaction of
acute care nurses employed in the SI. John's region post-hospital redesign but
prior to hospital closure and merger of services. Similar to the current study's
findings. Pyne found that most respondents were neither totally satisfied nor
dissatisfied with their jobs. It is also important to note that the current study's
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findings revealed no significant differences between the job satisfaction levels of
nurses working in SI. John's region and their counterparts working in other
regions with less extensive organizational restructuring and job re-design.
Similarly, Kangas et at (1999) found no significant difference between the job
satisfaction levels of acute care nurses working in hospitals with a traditional
organizational structure versus a shared govemance model
Conflicting findings have been reported on the impact of organizational
restructuring and redesign on the job satisfaction of acute care nurses. Some
researchers have found that health reforms have exerted a positive effect on
nurses' overall job satisfaction (Bryan et aI., 1998; EffKen & Steller, 1997;
Fletcher, 2001; laschinger & Havens, 1996; Westrope et aI., 1995). Others
have documented significant negative effects (Armstrong-Stassen et al., 1996;
Pyne, 1998; Seago, 1999; Shader et aI., 2001; Tumulty el aI., 1994; Woodward
et at, 2000), inconsistent effects over time (Best et aJ.. 1997; Krugman &
Preheim, 1999), or no effects at all (Hasting & Waltz, 1995; Kangas et al., 1999:
Kennerly, 2000). Jt is important to note that meaningful cross-study comparisons
were difficult due to the use of several different, but somewhat similar,
instruments and the investigation of a multitude of job-related and work
environment components of job satisfaction.
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Organizational Commitment
In the current study, acute care nurses reported low levels of commitment
to their organization. Although Way and Gregory (2000) also reported [ow
levels, the nurses' commitment levels in the current study were significantly
lower than those participating in the 1999 study. Conflicting findings have been
reported in the literature on how committed acute care nurses are to their
organizations. A few researchers have found slightly higher commitment levels
for registered nurses (Boyle et aI., 1999: Hastings & Waltz, 1995: Kennerly,
2000: Lum et at, 1998). In contrast, Laschinger et al. (2000) reported low levels
of commitment
Study findings have been inconsistent on the impact of organizational
restructuring and redesign on the organizational commitment of acute care
nurses. Blythe et al. (2001) reported that nurses harbored more hostile feelings
towards employers, had become more distrustful of their organizations, could no
longer give extra of themselves to the organization, and were re-eva[uating their
commitment to the organization. Laschinger et al. (2001) also reported
decreased loyalty/commitment following restructuring. In contrast, other
researchers found either a positive effect (Westrope et aI., 1995) or little to no
effect on nurses' commitment levels after system reform (Hastings & Waltz,
1995: Kennerly, 2000).
The current study's findings indicated that the commitment levels of
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nurses working within the 51. John's region were comparable to those working in
other regions of Ihe province, These findings are somewhat surprising given the
Ihe greater magnitude of restructuring initiatives in 51. John's (e.g., closures,
mergers, introduction of program-oased management and professional practice
models, etc.) and the substantial number of nurses transferring within and
among the various sites of the HCCSJ (i.e., approximately 45%). In contrast,
Baumann et at (2001) found that nurses who had moved 10 a new hospital as a
result of restructuring (i.e., downsizing, mergers, etc.) were significantly less
committed than lhose who moved to a new unit or assumed a new role on the
same unit within Ihe same hospital.
Intent to Stay
The current study's findings indicated that acute care nurses were unsure
about staying with current employers. These findings are consistent with the
results reported by Way and Gregory (2000). While some researchers have
reported that nurses tend to be uncertain about their future with current
employers (lucas et aI., 1993; Laschingar at at, 2000), others have found that
most nurses are slightly to moderately inclined to stay (Boyte et aI., 1999;
Hastings & Waltz, 1995; Lum et aI., 1998).
Only a few studies were found that investigated nurses' intent to stay
following organization change. Support fOf nurses' increased uncertainty about
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staying or only being slighlly inclined 10 stay following restructuring was provided
by Laschinger et a!. (2000) and Laschinger et at (2001). However, Hastings
and Waltz (1995) found that professional practice redesign had no significant
effect on nurses' intent to leave.
In the current study, acute care nurses' working in the 51. John's region
did not differ from their counterparts working in other regions of the province on
their likelihood of staying with current employers. Contrasting findings have
been reported in the business sector. Turnley and Feldman (1998. 1999) found
that employees working in organizations with extensive restructuring were more
likely 10 consider leaving or to engage in job search activities than their
counterpans working in more stable organizations.
Facto,.. Influencing Int.rmed;'t8 Outcomes and Behaviorallnfenfions
The CMSI proposes that determinants, intermediate outcomes, and
correlates exert a direct and indirect effect on behavioral intentions. It is further
conjectured that causal, linear relationships exist among the intermediate
variables which also mediate sequentially, in whole or in part, the effects of
determinants on SUbsequent intervening variables and behavioral intentions.
The following discussion is organized according to the various relationships
described in the CMSI
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Defermin.nts. Outcomes, lind Intentions
One of the research questions for this study examined the effects of
determinants on intermediate outcomes and behavioral intentions. The following
discussion is structured around each intermediate outcome and intenllo stay.
Psychologicll' contract violation. In the current study, psychological
contract violation depicted moderate to strong, positive relationships with overall
reform impact and most subseats scores. One exception was the low, positive
correlation between importance of reforms and contract violation. The findings
suggest thaI acute care nurses with more positive perceptions about the
importance of reforms, emotional climate of the workplace, praclice·related
issues, quality of care, safety measures, and standards of care were less likely
to report psychological contract violations.
There were no comparable stuljies found in the health care literature that
specifically explored the effect of reforms on acute care nurses' psychological
contracts. However, Blythe et al. (2001) reported that the implied contracts of
nurses working in tertiary care settings following major restructuring had been
violated. The implication was that violations were consequential to increased
feelings of powerlessness and a loss of trust in receiving organizational support
The current study's findings support the important effects of the emotional
climate (I.e., supportive environment and extra efforts) and practice·related
issues (i.e., feelings of having control) on psychological contract violation.
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In addition, Robinson and Rousseau (1994) found that MBA alumni
graduates. two years post-employmenl, were most likely 10 identify violations in
areas specific to human resource management (e.g., training/development.
compensation, promotion, job sewrity. feedback, responsibility, etc.). Turnley
and Feldman (1998.1999) found that managers in restructured firms were more
likely to identify violations in job security, degree of input inlo key decisions,
advancement opportunities, compensation or benefits, and power and
responsibility. Additionally, Turnley and Feldman (1999) found support for
violations of training promises, job challenges and excitement, organizational
and supervisory support These findings support the direct influence of practice·
related issues (i.e., control over practice, input into problem identification and
resolution, and education opportunities) and the emotional climate (i.e.,
supportive environment and extra efforts, appreciationfrecognition, and job
satisfyinglchallenging) on psychological contrad violation observed in the
current study.
Restructuring uti.frlction. This study's findings indicated thai
restructuring satisfaction depicted moderate to strong, positive relationships with
the overall impact of reforms and most reform components. The one exception
was the low, positive correlation between importance of reforms and
restructuring satisfaction. The findings suggest that acute care nurses who have
positive perceptions about the importance of reforms, emotional climate of the
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WOf1(place. practiee-related issues. quality of care, safety meaSU'es. and
standards of care tend to be significantly more satisfied with restructuring
initiatives (i.e.. managerial support and interdisciplinary relations).
A few studies were identified from the lilerature that supported the
influence of health care reform on the restructuring satisfaction of acute care
nurses. Most study findings suggest thai system reforms have had negative
repercussions on how satisfied nurses are with levels of managerial support
(e.g., decline in support, lack of feedback and recognition, less communication,
inadequate information about system changes, less input into practice, reduced
visibility and accessibility, etc.) (Aiken at al., 2000; Blythe at aI., 2001; Corey-
lisle et aI., 1999; Fletctler, 2001; Laschinger et at. 2001; Shindul·Rothschild at
aJ., 1997; Woodward at al.. 2000). Some researchers (Corey-Lisle et at;
Laschinger et at) have found support for a direct relationship between nurses'
perceptions of !he emotional climate (i.e., morale, frustration, stress, and
recognition) and satisfaction wi!.!"! !'!1<'lnagerial support. There is also some
support for a direct link between nurses' perceptions of practice-related issues
(i.e., control over practice and input into problem identification and resolution)
and satisfaction with managerial support (Blythe et at; Corey-Lisle et al.;
Laschinger et at, 2000; Morrison et al.. 1997).
Job HtisfKtion. The current study's findings indicated that job
satisfaction depicted moderate, positive relationships with the overall impad of
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reforms. However, low, positive associations were the norm between job
satisfaction and most reform components. The exceptions were the emotional
climate and safety issues which depieted moderately, positive relationships. The
findings suggest that acute care nurses who have positive perceptions about the
importance of reforms, emotional climate of the workplace, practice-related
issues, quality of care, safely measures, and standards of care have significantly
higher levels of overall job satisfaction
The significance of determinants (i.e. job·related and work-environmenl
factors) for nurses' job satisfaction have been widely researched prior to and
following health care reform. Studies conducted at various stages of the reform
process support the important effects of the emotional climate of the wori<place
(e.g., professional opportunities, interpersonal relationships, supervisory and
peer support, communication/interactions, organizational climate, supportive
work environments, teamWOfio;, etc.) on acute care nurses' overall job satisfaction
(Armstrong-Stassen et aI., 1996; Best et aI., 1997; Brown et aI., 1999; Cavanagh
& Coffin, 1992; Fletcher, 2001; Hasting & Waltz, 1995; Johnston, 1997; Kangas
et aI., 1999; lucas et al., 1993; McNeese-Smith, 1997, 1999; Pyne, 1998;
Shader et aI., 2001; Tovey & Adams, 1999; Westrope et aI., 1995; Woodward et
at, 2000). There is also support for the significant impact of practice-related
issues (e.g., autonomy, job influence, decision latitude, controllresponsibility,
management style, etc.) on acute care nurses' job satisfaction (Best el al.;
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Blegan, 1993; Brown at al.; Cavanagh & Coffin; Fletcher; Hastings & Waltz;
Irvine & Evans, 1995; laschinger & Havens, 1996; McNeese·Smilh, 1997, 1999;
Pyne; Tovey & Adams; Tumulty at aI., 1994; Westrope et at; Woodward al aLl.
Finally, there is support for the significant association between acute care
nurses' job satisfaction and their perceptions of quality of care (Fletcher;
Hastings & Waltz; Pyne), safety issues (Fletcher; McNeese·Smith, 1999; Pyna),
and standards of cafe (Blythe et aI., 2001; Pyne; Tovey & Adams).
Organizationa' commitment. In the current study, moderate to strong,
positive relationships were observed between organizational commitment and
the overall impact of reforms and all of the reform components. The findings
suggest that acute care nurses who have positive perceptions about the
importance of reforms, emotional climate of the workplace, practice-related
issues, quality of care, safety measures, and standards of care tend to be
significantly more committed to their organizations.
Several studies have also provided support for the linkage between select
aspects of the emotional climate of the workplace (e.g., job involvement, stress,
manager and peer support, open communication, constructive organizational
climate, group cohesion, work motivation, etc.) and acute care nurses'
organizational commitment (Blythe et aI., 2001; Ingersoll et aI., 2000; McNeese-
Smith, 1997; MueJler& Price, 1990; Westrope et al., 1995). Other researchers
have found support for the positive effects of practice-rerated issues (e.g..
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control, decision latitude, empowerment, etc.) on acute care nurses' commitment
levels (Laschinger, 2000; McDermott at at, 1996; McNees8*Smilh; Westrope at
al.; Wilson & laschinger, 1994).
Intent to stay. The current study's findings revealed low 10 moderate.
positive relationships between intent to slay and overall reform impact and most
of its components, with the exception of the non·significant effect for importance
of reforms. These findings suggesllhal acute care nurses with more positive
perceptions of the emotional climate of the workplace. practice-related issues,
quality of care. safely measures, and standards of care were more likely to stay
with their present employers.
A few studies were identified from the literature that provided support for
the relationship between job-related and work environment factors and acute
care nurses' intent to stay with current employers. Hastings and Waltz (1995)
reported that satisfaction with control/responsibility, praise/recognition, nurse-
patient ratio, scheduling, peer and managerial support, and ability to give high
quality of care were significant correlates of nurses' intent to stay. Boyle et al.
(1999) found that situational stress, distributive justice, promotional
opportunities, control over nursing practice, and opportunities elsewhere
contributed the most to intent 10 stay. Other authors also identified a
relationship between intent to stay and group cohesion (Cavanagh & Coffin,
1992; Lucas et al., 1993; Shader et al., 2001), job stress (Shader et a1.l, and
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autonomy and control over practice (Fisher at al.. 1994).
IntentetNe Effet:ts
The eMBI proposes that intermediate outcomes (Le.. psychological
contract violation, restructuring satisfaction, job satisfaction, organizational
commitment) have a direct and indirect effect on each other. Likewise,
intermediate outcomes are believed to have a direct and indirect effect on
behavioral intention (i.e., inlent 10 stay). In the current study, moderate to
strong, positive relationships were observed among all intermediate outcomes,
and between intermediate outcomes and behavioral intentions.
The findings suggest that lower levels of psychological contract violation
are significantly associated with greater restructuring satisfaction and general
job satisfaction, higher levels of organizational commitment. and greater
likelihood of slaying with current employers. Although no comparable studies
were found in the health care literature. similar findings were reported in the
business literature. Robinson and Rousseau (1994) and Tumley and Feldman
(1998, 1999) reported that lower levels of psychological contract violation were
strongly associated with a greater intent to stay. As well, lower levels of contract
violations were found to be significantly correlated with greater job and
organizational satisfaction (Robinson & Rousseau) and greater organizational
loyalty (Tumley & Feldman).
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The current study's findings also suggest that greater restructuring
satisfaction is significantly correlated with greater job satisfaction, greater
organizational commitment, and a greater inlent to slay. Similar findings have
been reported on the positive effects of managerial leadership style and support
(Brown at at, 1999; Fletcher, 2001; Hastings & Waltz, 1995; McNeese-Smith,
1997; Morrison at aI., 1997; Tovey & Adams, 1999; Woodward et aI., 2000), as
well as team work (Brown at al.; Tovey & Adams; Shaderel al., 2001; Woodward
at al.), on the job satisfaction of nurses working in acute care. There is also
support for the positive effects of managerial leadership style and support on
acute care nurses' organizational commitment (Corser, 1998; Ingersoll at al.,
2000; laschinger et at, 2000; McDermoll et al., 1996; McNeese-Smith; Wilson &
laschinger, 1994) and intent to stay (Boyle et at, 1999; Fisher et al., 1994:
laschinger et al.). Support for the effects of greater group cohesion on intent to
stay is also provided by lucas et al. (1993) and Shader et al.
The current study's findings also indicate that greater job satisfaction is
significantly associated with greater organizational commitment and a greater
likelihood of staying with current employers. The moderate to strong positive
effect of job satisfaction on commitment is consistent with research findings, in
general (Corser, 1998; Mathieu & zajac, 1990), and those specific to acute care
nurses (8Iegan, 1993: Hastings & Waltz, 1995; Kroposki et aI., 1999; Shader et
aI., 2001: Westrope et al., 1995). The significant positive effect of job
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satisfadion on the intent to stay of acute care nurses, albeit to a much lesser
degree, is also supported in the research literature (Boyle at al., 1999;
Cavanagh & Coffin, 1992; Hastings & Waltz; Irvine & Evans, 1995; Lucas at aI.,
1993; Lum at al., 1998; Shadere! aLl.
The current study's findings on the direct, positive relationship between
organizational commitment and intent to stay provides support for one of the
major premises of the eMSI. Empirical support for the positive relationship
between organizational commitment and intent to slay is limited (Meyer & Allen,
1997; Mathieu and Zajac, 1990), especially in samples of acute care nurses (i.e.,
lum at al. 1998; Mueller & Price, 1990; Somers, 1995).
Correlates, Intermediate Outcomes, and Sehaviorallntentions
An important focus of this study was 10 investigate the effects of
correlates (i.e., personal characteristics and staffing issues) on intermediate
outcomes and behavioural intentions. Consistent with previous findings, most
personal characteristics and staffing issues had minimal to no effect on
outcomes. Several personal characteristics (i.e" employment status, work
experience, current position tenure, and age) were found to exert variant effects
on attitudinal and behavioural outcome. These variant effects were also
observed for the staffing adequacy variables. The discussion is divided
according to intermediate outcomes and behavioral intentions.
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Intermediate outcomes. With regard 10 intermediate outcomes, the
effects of personal characteristics were restricted to work experience and age.
Work experience was the only variable observed to influence psychological
contract violation and restructuring satisfaction. Specifically, nurses with 5 to 9
years experience were more likely to report implied contract violations than
those with less than 5 years and greater than 20 years work experience. In
contrast, nurses with less than 5 years work experience were more satisfied with
restructuring iniliatives than those with 10 to 20 years work. experience. No
significant effects were found for employment status, current position tenure,
education level, or age. No comparable studies with acute care nurses were
identified in the literature that examined the effects of these correlates on
psychological contract violation or restructuring satisfaction. However, Turnley
and Feldman (1999) failed to find support for variations in psychological contract
violations in terms of the age, gender. or organizational tenure of business
managers and executives.
The only personal characteristic found to influence general job
satisfaction was age. Older nurses tended to be more satisfied with their jobs
than younger nurses. No significant effects were found for employment status,
current position tenure, years experience, or education level. Besides the meta-
analytic studies by Blegen (1993) and Irvine and Evans (1995), only Kangas et
a1. (1999) and Pyne (1998) found age to have a significant positive affect on job
185
satisfaction. Hastings and Waltz (1995), Laschinger et at (2000), lucas at al.
(1993), and Lum at at (1998) failed to document a significant affect for age.
Inconsistent findings have been reported also on the association between job
satisfaction and such correlates as work experience (Blegen; Irvine & Evans;
laschinger at at; Lucas et al.; Lum et al.; Pyne), organizational tenure (Hastings
& Waltz; Irvine & Evans), and education level (Blegen; Hastings & Waltz; Irvine
& Evans; Laschinger at al.; Lucas at al.; Lum at al.; Pyne; Tumulty at aI., 1994;
Woodward at aI., 2000), among others.
Study findings also revealed that nurses with 5 to 19 years of work
experience had lower levels of organizational commitment than those with less
than 5 years or greater than 20 years experience. As well, older nurses tended
to be more committed to their organizations than younger nurses. No significant
effects were found for employment status, current position tenure, or education
level. Inconsistent findings are reported in the literature on the moderating
effects of personal characteristics on acute care nurses' organizational
commitment. Similar to the current study's findings, Wilson and Laschinger
(1994) found thai older nurses with more years of experience had greater
organizational commitment. In contrast, Laschinger et al. (2000) found no
significant effect for age and work experience. Laschinger et at also failed to
find significant effects for gender and education level. Using path analysis to
assess the interactions among intervening variables and correlates and their
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combined effects on turnover intentions, Lurn at al. (1998) found little or no
effects for employment status, gender, marital status, age, years experience, or
education levels. Although no meta·analytic studies were identified that used
samples of nurses, Mathieu and Zajac (1990) found a moderate positive
corrected correlation between attitudinal commitment and age. Mathieu and
Zajac also found small negative effects for gender and education (i.e., males and
higher educated, less committed), and low, positive effects for job revel, marital
status, and organizational and current position tenure (i.e., managers, married,
and longer tenured were more committed).
The staffing issue variables were found to exert a significant but low effect
on most intermediate outcomes. Specifically, greater perceived staffing
adequacy for meeting patient care needs was significantly correlated with rower
levels of contract violation, greater satisfaction with restructuring initiatives,
greater overall job satisfaction, and greater organizational commitment. Greater
perceived availability of RN staff post.restructuring was significantly correlated
with greater satisfaction with restructuring initiatives and greater overall job
satisfaction. In contrast, greater reliance on casual RNs and/or call backs to
ensure adequate staff/patient ratios was significantly correlated with higher
levels of contract violation, less satisfaction with restructuring, less overall job
satisfaction, and less organizational commitment. As well, a greater frequency
of being ordered back to work on days off was significantly associated with
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higher levels of contract violation, less satisfaction with restructuring, and less
overall job satisfaction. Finally, a greater tendency to have annual leave
requests denied and to miss nutrition breaks were significantly correlated with
higher levels of contract violation, less satisfaction with restructuring, less overall
job satisfaction, and less organizational commitment.
There were no studies identified from the literature that investigated the
effect of staffing issues on acute care nurses' psychological contract violation,
restructuring satisfaction, or organizational commitment. limited consideration
has also been given to the impact of these variables on general fob satisfaction
Similar to the current study's findings, Hastings and Waltz (1995) and Tovey and
Adams (1999) found that higher levels of satisfaction were associated with
greater perceived adequacy of nurse·patient ratios. As well, Corey·Usle et at
(1999) reported that staff reductions post,estructuring had negative implications
for nurses' job satisfaction.
Behavioral intentions. Select correlates were also observed to
influence intent to stay. Specifically, nurses who were older and working full-
time, with 10 or more years of work experience, and in current positions for 10
years or more were more likely to intend to stay with current employers than
those who were younger and working part-time, with 5 to 9 years of work
experience, and in current positions for less than 10 years. There is limited
research exploring the effects of correlates on intent to stay or leave. The
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findings from studies of acule care nurses are often contradictory on the effects
of age and years experience (Boyle at aI., 1999; Hastings & Waltz, 1995; lucas
at at, 1993), education (Boyle at ar.; Cavanagh & Coffin, 1992; lucas at ar.; Lum
at at, 1998), and unit and organizational tenure (Boyle at al., 1999; Fishere! al ..
1994; Hastings & Waltz, 1995; lum et aI., 1998).
With regard 10 staffing issues, greater perceived staffing adequacy for
meeting patient care needs and less reliance on casual RNs and/or call backs to
ensure adequate staff/patient ratios were significantly correlated with a greater
likelihood of staying with current employers. There were no comparable studies
found in the literature thai examined the effect of staffing issues on acute cafe
nurses' intent to stay.
Ptedictors of Intermediate Outcome5 and Sehaviorallntentions
One of the research questions for this study was to determine the best
predictors of intermediate outcomes and behavioral intentions. The following
discussion is organized according to relevant intermediate outcomes and intent
to stay.
Psychological Contract Viohltion
The eMBI proposes that the determinants (i.e, job·related and work
environment factors) most affected by health care reforms have a direct impact
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upon implied contract violations. Furthermore, it was postulated that the effects
of personal characteristics and staffing issues would be minimal.
Two determinants (i.e., more positive perceptions of the emotional climate
of the workplace and Quality of care) and one staffing variable (i.e., lower
frequency of annual leave denials) emerged as significant predictors of
psychological contract violation (i.e., 39.7% of the explained variance). These
findings provide partial support for the influence of determinants and staffing
issues on implted contract violations. However, there was no support for the
effects of personal characteristics.
Emotional climale surfaced as the best predictor (i.e., 35.2% of explained
variance), followed by quality of care (Le., 3.2%). These findings imply that
when acute care nurses have more positive perceptions of the emotional climate
(e.g.. supportive environment, appreciationl recognition. morale, job satisfying!
challenging, etc.) and quality of care (i.e., reasonable access to services, and
adequate resources to ensure comfort and to meet basic care and psychosocial
needs), there is a lesser tendency to believe that employers have violated
psychological contracts. A lower frequency of annual leave denials (i.e.. 1.3%)
was also predictive of lower levels of perceived contract violation. There were
no studies identified that examined the predictive effects of determinants and
correlates on implied contract violations in either the health care or business
literature. However, Turnley and Feldman (1998) reported that managers in
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restructured firms with greater co-worker and supervisor supports were less
likely to feel that their psychological contracts had been violated.
Restructuring SIIUsfaet;on
The eMSI postulated that determinants (Le., job-related and work
environment factors) would exert a direct effect on restructuring satisfaction (Le.,
managerial support and interdisciplinary relations). In addition, il was
conjectured that determinants would exert an indirect effect through the
mediating or intervening variable of psychological contract violation. Finally, it
was proposed that the correlates (i.e., personal characteristics and staffing
issues) would only minimally influence restructuring satisfaction
Study findings revealed that praetice.related issues (i.e., control over
practice, input into decision making, and continuing education opportunities)
emerged as the best predictor (Le., 43,1% of !he explained variance), followed
by quality of care and safely issues (6% and 1%, respectively). These findings
provide partial support for the direct effect of determinants on restructuring
satisfaction. Counter to model projections, psychological contract violation and
correlates were nol found to be significant predictors of restructuring
satisfaction. No studies were identified from the literature that explored the
predictive power of job-related and work environment factors, psychological
contract violation, personal characteristics, or staffing issues on the restructuring
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satisfaction of acute care nurses.
General Job satis,.crion
It was also conjectured that determinants (i.e., job-related and work
environment factors) would have a direct influence on general job satisfaction.
as well as an indirect influence through psychological contract violation and
restructuring satisfaction. The eMSI presents restructuring satisfaction as a
significant intervening variable between determinants, psychological contract
violation, and job satisfaction. The current study's findings provided partial
support for this causal process. In general. the predictive abilities of study
variables were not as useful as expected (i.e., only accounted for 32.7% of the
explained variance in job satisfaction).
In the current study, one of the determinants (i.e., emotional climate of the
workplace) emerged as the best predictor of job satisfaction (i.e., accounting for
26.6% of the explained variance). There is considerable empirical evidence
supporting the predictive significance of the emotional climate (e.g., group
cohesion, interpersonat relations, powerlessness/empowerment, supportive work
culture, teamwork, etc.) for acute care nurses' job satisfaction (Brown et at,
1999; Hastings & Waltz, 1995; Kangas et aI., 1999; laschinger & Havens, 1996;
lucas et aI., 1993; Morrison et aI., 1997; Pyne, 1998; Woodward et at, 2000).
The current study's findings support the direct, but limited, effects of
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psyChological contract violation (i.e., 1.9% of the explained variance) on job
satisfaction. Counter to model predictions contract violation did not mediate the
impact of determinants on general job satisfaction. Although Robinson and
Rousseau (1994) reported that implied contract vioiations depicted a strong
negative association with job satisfaction. the authors did not investigate their
predictive value.
As well. restructuring satisfaction not only failed to perform a mediating
role but also did not enter the regression equation. The non-significant impact of
restructuring satisfaction (i.e., managerial support and interdisciplinary relations)
is noteworthy. Several researchers have documented the predictive significance
of managerial support (i.e., leadership style. supervisory support, communication
/interactions. visibility/accessibility, etc.) for acute care nurses' overall job
satisfaction (Brown et al.. 1999; Hastings & Waltz. 1995; Kangas et al.. 1999;
Morrison et al., 1997; Woodward et al.. 2000). No studies were identified that
examined the predictive role of interdisciplinary relations (i.e., approach to care
and time spent on conflicts) for nurses' job satisfaction.
Although personal characteristics were not useful predictors, there was
partial support for the direct effects of staffing issues (i.e., increased reliance on
casual RNs/calibacks added 5.2% to the explained variance). Inconsistent
findings have been reported on the predictive power of personal characteristics
for job satisfaction (Brown et aI., 1999; Hastings & Waltz. 1995; Laschinger el
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aI., 2000; lucas et al., 1993; Lum et aI., 1998; Pyne. 1998; Woodward at aI.,
2000). No studies were identified that investigated the predictive effects of
staffing issues.
Organizational Commitment
It was postulated that the determinants (i.e, job-felaled and work
environment factors) would have a direct effect on organizational commitment,
as well as an indirect effect through job satisfaction. The causal sequencing in
this model depicts job satisfaction as a significant intervening variable between
the determinants, psychological contract violation, restructuring satisfaction, and
organizational commitment. The current study's findings provided partial
support for this causal process.
Study findings provided partial support for the effects of determinants on
organizational commitment. During the first step of regression analysis, most
reform impact variables (i.e, emotional climate, practice-related issues, quality
of care, importance of reforms, and standards of care, respectively) combined to
explain 41.5% of the explained variance in commitment. As predicted, when
psychological contract violation was entered, it accounted for most of the
explained variance, while emotional climate and standards of care were
removed. Counter to expectations restructuring satisfaction failed to enter the
regression equation and job satisfaction assumed a secondary role to contract
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violation. At the final slep (i.e., entry of correlates), staffing adequacy was
added and standards of care re-entered the regression equation.
Overall, determinants, intervening altitudes, and staffing adequacy
combined to explain 60.8% of the variance in acute care nurses' organizational
commitment. Significantly, the lolal contributions of determinants was reduced
at each step (i.e., 3.6% at final step). As the best predictors in the regression
equalion, the intervening attitudes of psychological contract violation and job
satisfaction accounted for 43% and 9.4% of the explained variance, respectively
Although no comparable studies were identified in the health care literature.
Turnley and Feldman (1999) found that higher levels of psychological contract
violation were significant predictors of lower levels of organizational loyalty for
business managers and executives.
Only a couple of studies (i.e., Ingersoll et al , 2000; Laschinger et at,
2000) were identified that examined the predictive power of determinants
following reforms in the acute care sector. Ingersoll et al. reported that greater
perceived organizational readiness for change and a dominant constructive
organizational culture (i.e., empowering climate) emerged as significant
predictors of greater commitment. Similarly, Laschinger et al. found that greater
access to empowerment structures and higher levels of interpersonal trust (i.e.,
faith and confidence in peers and managers) had a direct effect on higher levels
of affective commitment. As well, access to empowerment had an indirect affect
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on commitment through interpersonal trust. These findings support the
predictive power of the emotional climate of the workplace (e.g., management
and peer support, open communication, constructive organizational climate, ele.)
and praetice-related issues (e.g., control/empowerment, input into decision-
making, etc.) for acute care nurses' commitment levels. No studies were
identified that investigated the predictive role of perceived quality of care,
standards of care, or the importance of reforms for nurses' commilmenllevels.
As well, findings from studies designed to test causal models of nursing
tumover behavior support the strong direct effects of job satisfaction on
organizational commitment (e.g., Mowday et al., 1982; Mueller & Price, 1990:
Parasuraman, 1989; Price & Mueller, 1986). These authors also found limited
support for the predictive influence of personal characteristics on commitment
levels. Similar findings were reported by laschinger et al. (2000). No studies
were identified that investigated the predictive role of staffing issue variables.
Intent to Stay
The CMSI postulates that determinants would exert a direct effect on
intent to stay, as well as an indirect effect through intervening attitudes.
According to the causal process of the CMSI, organizational commitment is
identified as the most significant intervening variable between determinants,
psychological contract violation, restructuring satisfaction, job satisfaction, and
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intent to stay. Study findings provided partial support for the eMSt.
During the first step of regression analysis, two reform impact variables
(Le., emotional climate and safety concerns) combined to explain 18.3% of the
explained variance. As predicted, when psychological contract violation was
entered, it accounted for most of the explained variance, while emotional climate
was removed. Counter to expectations restructuring satisfaction failed 10 enter
the regression equation and job satisfaction assumed a secondary role to
contract violation. When commitment was entered, it became the dominant
predictor and job satisfaction was removed. Finally, with the addition of the
correlates, position tenure and employment status entered the regression
equation.
In the final regression model, determinants, intervening attitudes, and
correlates combined to explain 38.9% of the variance in acute care nurses' job
satisfaction. Significantly, the total contributions of determinants was reduced at
each step (i.e., 1.3% for safety concems). The intervening attitudes of
commitment and psychological contract violation accounted for 24.6% and 2.8%
of the explained variance, respectively. Position tenure and employment status
contributed 7.8% and 2.5% to the explained variance, respectively.
Several studies investigated the predictive power of determinants for
acute care nurses' intent to stay with current employers. There is considerable
evidence supporting the indirect effects of determinants (e.g., group cohesion,
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stress, interpersonal relations, routine, role overload, pay, autonomy, leadership
style, etc.) on nurses' turnover intentions through job satisfaction (e.g., Boyle at
aI., 1999; Cavanagh & Coffin, 1992; Lucas at aI., 1993; Lum et aI., 1998; Mueller
& Price, 1990; Parasuraman, 1989; Price & Mueller, 1986). As well, a few
studies support the mediating influence of organizational commitment (e.g., lum
at at. 1998: Mueller & Price, 1990: Parasuraman, 1989; Price & Mueller, 1986).
There is also support for the direct effects of some of these factors (e.g., group
cohesion, stress, pay, leadership style. etc.) on nurses' turnover intentions (e.9·.
Boyle 8t al.; Cavanagh & Coffin; lucas et al.; Lum et at; Shader et al., 2001).
No studies were identified that examined the mediating role of implied contract
violations or restructuring satisfaction.
No comparable studies were identified in the health care literature that
explored the direct relationship between psychological contract violation and
intent to stay. However, there is some support from the business sector for the
positive and direct effect of implied contract violation on anticipated turnover
(Robinson & Rousseau, 1994; Turnley & Feldman, 1999). None of these
authors examined the interactive effects of determinants, contract violation, job
satisfaction, and organizational commitment on turnover intentions.
As well, only a few studies examined the predictive power of restructuring
satisfaction on nurses' turnover intentions. The predictive significance of
satisfaction with managerial support for the anticipated turnover of acute care
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nurses is supported by Fisher at at. (1994) and Laschinger at at. (2000). Similar
to the current study's findings, Boyle at al. (1999) failed to find support for the
predictive effects of satisfaction with management.
In support of the current study's findings, empiricallesting of causal
models of nursing tumover behavior demonstrated the strong effects of
commitment on intent to stay/leave (e.g.. Curry at aI., 1985; Lum at at, 1998;
Meyer & Allen, 1997; Mueller & Price, 1990; Parasuraman, 1989; Price &
Mueller,1986). However, study findings are inconsistent concerning the effects
of job satisfaction and commitment on behavioral intentions. Some researchers
(e.g" Lum at af.; Mueller & Price) found that job satisfaction onry affected
turnover intent indirectly through organizational commitment, while others (e.g..
Boyle et at, 1999; Curry et al.; Parasuraman) documented a direct effect When
the predictive effects of job satisfaction were examined independently of
commitmt:nt, job satisfaction often surfaced as the most significant predictor of
intent to stay (Cavanagh & Coffin, 1992; Lucas et al., 1993; Shader et aI., 2001).
Finally, there is conflicting evidence on the significance of correlates for
predicting nurses' turnover intentions. For example, the evidence is
contradictory on the influence of such correlates as age, years experience, and
educational revel (e.g., Boyle et aI., 1999; Hastings & Waltz, 1995; Laschinger et
aI., 2000; Lucas et aI., 1993; Lum et aI., 1998). In contrast to the current study's
findings, Boyle et al. and Fisher at al. (1994) failed to find support for the
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predictive power of position tenure on acute care nurses' intent to stay
Implic.tions of Findings tor the CMSI
The current study's findings provided partial support for the major
premises of the eMSI. Overall, the findings support the premise that acute care
nurses' behavioral intentions are influenced by the separate and interactive
effects of determinants (Le., job-related and work environment factors),
intermediate outcomes (i.e., psychological contract violation, restructuring
satisfaction, job satisfaction, and organizational commitment), and correlates
(i.e., personal characteristics and staffing issues).
This study provided partial support for the effect of select determinants
(i.e., importance of reforms, emotional climate, practice-related issues, quality of
care, safety concems, and standards of care) on intermediate outcomes and
behavioral intentions, Emotional climate of the workplace emerged as the most
significant and consistent determinant influencing intermediate outcomes and
behavioral intentions.
The eMBI postulated that intermediate outcomes would exert a separate
and interactive effect on each other, as well as on behavioral intentions.
According to this assumption, each successive attitude (i.e., psychological
contract violation, restructuring satisfaction, job satisfaction, and organizational
commitment) would function as a mediator for the one preceding it. This
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assumption was only partially supported by the current study findings. As
predicted, job satisfaction mediated the effect of restructuring satisfaction, while
organizational commitment mediated the effect of both restructuring satisfaction
and job satisfaction on behavioral intentions. However, the effects of
psychological contract violation on intent 10 stay was nol affected by job
satisfaction or restructuring satisfaction.
Study findings also provided partial support for the causal, linear
sequencing postulated by the eMSl. This model proposes thaI intermediate
outcomes would have a greater influence on behavioral inlentions Ihan
determinants and correlates. Counter to model projections. certain
determinants (i.e., safety concerns) and personal characteristics (i.e., position
tenure and employment status) were better predictors of intent 10 stay than some
intermediate outcomes (Le., restructuring satisfaction and job satisfaction).
As predicted by the CMSI, study findings confirmed that organizational
commitment is the best predictor of behavioral intentions. These findings are
comparable to those reported by Mueller and Price (1990), Parasuraman (1989),
and Price and Mueller (1981, 1986). In contrast, the findings provided only
partial support for the role of commitment as a key Intervening variable between
determinants (i.e., perception of reform and safety concerns), intermediate
outcomes (i.e, psychological contract violation), and behavioral intentions.
Finally, study findings provided partial support for the CMSI premise that
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correlates (i.e., personal characteristics and staffing issues) significantly
influence intermediate outcomes and behavioral intentions. The findings
indicated that position lenure and employment status wefe key predictors of
acute care nurses' behavioral intentions. However, the predictive power of
these correlates was minimal (i.e., 9.6% of the explained variance). Personal
characteristics did not exert an effect on the intermediate outcomes, however,
two staffing issues were found to minimally affect psychological contract
violation (i.e., annual leave denial) and general job satisfaction (i.e., casual
RNs/calibacks). Comparative findings regarding the minimal influence of
personal characteristics on attitudes and behavioral intentions were identified in
the literature (Mueller & Price, 1990; Turnley & Feldman, 1998, 1999).
Summ.ry
A major focus of the current study was the investigation of acute care
nurses' perceptions of the impact of health care forms and their work·related
altitudes and behavioral intentions. A second focus of this study was to examine
the predictive power of select factors for intermediate outcomes and behavioral
intentions. The eMSI provided the conceptual framework for the study.
In general, the current study's findings on acute care nurses' perceptions
of the impact of reforms and their levels of restructuring satisfaction, job
satisfaction, organizational commitment, and turnover intent were supported by
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study findings in the literature. Despite the absence of information on the
implications of psychological contract violation for acute care nurses, there is
support for the current study's findings in the business literature.
The current study's findings also provided partial support for the major
assumptions of the CMSI. Specifically, behavioral intentions were influenced by
the complex interactions among determinants (I.e., perceived impact of health
care reforms), intermediate outcomes (i.e., psychological contract violation,
restructuring satisfaction, job satisfaction, and organizational commitment), and
correlates (i.e., personal characteristics and staffing issues). Counter to model
projections, study findings did not always support the proposed causal, linear
sequencing of individual variables. Significantly, not all of the intermediate
outcomes mediated the effects of determinants and preceding attitudes stales.
For example, some determinants (i.e., practice-related issues, emotional climate,
and quality of care) were found to have greater predictive power than certain
attitudes (I.e., contract violations, restructuring satisfaction, and job satisfaction).
This situation was also observed for certain correlates (I.e., position tenure,
employment status, and casual RNsicallbacks). These findings emphasize the
need for further testing of the CMSI in similar and variant populations.
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ChapterS
Limit..tions ..nd Implieations
This chapter summarizes the limitations of study findings and discusses
the implications for nursing practice, education and research.
Limit.tions
Despite the reliance on proportional stratified random sampling, the low
response rate of 34.1% significantly compromises the representativeness of
study findings. As well, the use of self·report measures may have reduced the
reliability of the data by introducing the potential for response bias. The
absence of researcher control over the conditions under which the respondents
completed the questionnaire also limits the reliability of the data. Respondents
may have laken the opportunity to confer with other colleagues and as well,
individual interpretation of scale items may contribute to variation in responses.
These factors significantly limit the generalizability of study findings 10 all acute
care nurses.
Implications
Study findings have important implications for practice, education and
research. The implications for each of these domains are presented separately
in the following discussion.
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NUlSing PtKtice
The current study's findings on acute care nurses' perceptions of health
care reforms (Le, importance of reforms, emotional climate of the workplace,
practice-related issues, quality of care, safety issues, and standards of care)
were similar to those from previous studies conducted in Newfoundland and
Labrador. There has been consistent support for acute care nurses'
dissatisfaction with many aspects of the job and work environment. One point of
concern is that their attitudes toward reforms have actually worsened over lime.
Study findings suggest that the current sample of acute care nurses were
concerned aboullhe limited communication of system changes from
administration. As well, sample nurses were dissatisfied with their limited
involvement in decision-making at the program/unit and organizational level prior
to and during change. During all stages of restructuring/downsizing, it is
important that an organization's communication plan focus on informing and
educating nurses about proposed changes and collecting information on any
potential or actual impacts on the practice environment. Information sharing and
involvement in decision-making may be accomplished by bolh formal and
informal measures (e.g., education sessions for nursing staff, hospital bulletins.
newsletters or electronic e-mail, open forums, unit or departmental meetings,
focus groups, etc.). Nurses must be clear about the objectives of redesign
strategies, their role during and following change, and receive constant
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reinforcement on their value 10 the learn and the organization. Violations of
psychological contracts may be moderated by involving staff in decision-making
and communicating to staff on a timely basis on how changes may impact their
personal and professional lives.
Despite the extensive efforts directed toward decentralizing decision-
making and redesigning work environments. a number of challenges remain that
CQuid potentially undermine any short- or long-term benefits. To date, there has
been wide-spread dissemination (e.g" professional association and union.
registered nurses, Department of Health and Community Services, institutional
boards, public forums, hospital management teams, etc.) of study findings.
Thus, all stakeholders are acutely aware of how nurses are perceiving system
changes and their predominately negative altitudes toward the job, management
and collaborative practice, and the organization. The institutional boards must
devote the time, effort, and resourcas to address the job-related and work
environment issues most negatively affected by health care reforms,
Constructive organizational cultures, effective work relations, and
meaningful participation in decision-making are not only deemed essential for
high quality care and acceptable standards but also playa pivotal role in
enhancing nurses' job satisfaction, organizational commitment, and intent to
stay. Individual institutions comprising each of the institutional boards should
implement key strategies to enhance the emotional climate, greater control over
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nursing practice, and feeling a valued member of the organization. Among the
most important strategies would be effective team building processes to improve
staff cohesiveness. initiatives 10 enhance staff recognition and appreciation
(e.g., artides in hospital newsletterslbulletins, individual and team awards, in·
house publication of complimentary letters from dients, individual praise, etc.),
and open channels of communication between managers and staff.
Team building is a frequently articulated concept in the nursing literature.
but very few managers or staff nurses afe knowledgeable or proficient in
operationalizing this process. Education sessions and discussion groups
facilitated by "experts in the field" would help managers and nursing slaff
function as a cohesive group proficient in problem solving and strategic planning
al both the unit and organizational leveL Managers must also adopt a
leadership style that promotes supportive worX environments and positive
working relations among team members. Equally important, nurses must
develop a clear understanding of the issues, as well as available personal and
organizational resources, within the WOfkplace and assume some responsibility
for improving the work environment (e.g., relations with co·worXers and other
providers, supporting co·worXers, etc.). Unless all levels of worXers cooperate
and integrate their efforts, meaningful change will be difficult on these important
issues.
An interesting study finding was that most aCU1e care nurses felt that
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system changes had not provided them with an opportunity to have more control
over their practice. This is somewhat surprising given the implementation of a
professional practice model for nursing in the Sl John's region, the largest
employer of nurses in the province. It could be that the pervasive changes in
and the downsizing of the managerial structure following the introduction of
program-based management, as well as institutional mergers and closures,
created significant resistance 10 shifts in power and control. It is obvious that
both managers and nurses must reassess the effectiveness of existing strategies
(e.g.. representation on committees responsible for policy/procedure
development and other practice-relaled activities. timely dissemination of aU
information, communication channels to provide feedback on practice issues,
etc.) and build upon those that promote greater feelings of control. It is also
important that staff nurses assume some responsibility for enhancing their own
autonomy (e.g., becoming actively involved in committees, encouraging c0-
workers to voice their opinions about decisions affecting their practice. providing
feedback to managers about practice issues or concerns, etc.).
Study findings also highlighted nurses' concems with the quality and
standards of care present in the institutions. A fundamental issue is not only
having adequate staff numbers but also an appropriate skill mix. It is important
that managers have access to valid and reliable workload measurement systems
to help them accurately quantify the nursing care hours required to provide
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quality patient care (i.e., basic care, comfort, emotional/psychosocial, and
leaching/counselling needs), and maintain professional and institutional
standards. As well, managers must have timely access to utilization data for
their clinical areas of responsibility (e.g., number of patient admissions, palient
transfers to other departments, number of surgical cases, length of stay, etc.)
This information is essential for accurately budgeting nursing resource needs,
keeping nurses' workloads at reasonable levels, and maintaining quality of care.
Based on the study findings, there is some evidence suggesting that
nurses want managers to be more visible and accessible. In reality, downsizing
of managerial positions and increased accountabilities have reduced the time
available to be present in the clinical area. Managers must develop creative
means to enhance their visibility and accessibility (e.g., unit conferences
devoted to the exchange of ideas, uniVprogram committee network with
interdisciplinary participation, staff meetings, informal dialogue with staff, etc.)
By being present on nursing units more often, managers are better able to
assess staff efficiency and effectiveness, as well as the overall quality and
standards of care. As well, managers will have greater opportunities for
obtaining staff inpuVfeedback on uniVorganizational activities and nursing
practice.
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Educ.tion
Study findings suggest that acute care nurses are not satisfied with
existing professional development opportunities. In most organizations, cost-
cutting measures have virtually eliminated funding for educational opportunities.
Ideally, nurses would benefit from networking and exchanging ideas with
colleagues in other regions and provinces. Managers, in collaboration with
nursing staffing, must develop innovative strategies for professional
development (e.g., participation on committees and task forces, special project
assignments. secondment 10 temporary roles, in-house education sessions,
etc.). In this climate of conslant change and nursing shortages, it would be
prudent for organizations 10 not only be aware of acute care nurses'
expectations cut also strive to achieve a balance between intrinsic and extrinsic
rewards and desired outcomes (e.g., hard work, loyalty, etc.).
Study findings also highlighted the significance of professional
development in fostering positive work-related attitudes. Acute care nurses and
nursing students must understand the responsibilities and accountabilities
associated with having control over practice. Professional development is
paramount for all nursing staff. As well, educators must ensure that students are
weU~informedabout strategies that promote positive attitudes in the practice
selting. Most importantly, educators must help students develop realistic
expectations about their professional roles, their obligations to employers, and
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potential employers obligations to them.
Study findings also suggest that acute care nurses are dissatisfied with
the interdisciplinary approach to client care. As a pivotal member of the
interdisciplinary learn, the role of the acute cafe nurse has evolved to include the
responsibilities of organizer, coordinator, and manager of palient care. There is
an obvious need for continuing education sessions that specifically focus on
providing practitioners with information on various interdisciplinary strategies
and on facilitating the acquisition of appropriate skills. Nurse educators also
need 10 ensure that students are cognizant of the importance of the
interdisciplinary approach to patient care and facilitate their acquisition of skills
needed for them to become effective team members. 80th student and staff
nurses must appreciate the challenges of interdisciplinary team work and be
prepared to function as change agents while protecting the integrity of nursing
practice.
Acute care nurses felt most negative about the impact of reforms on the
emotional climate of the workplace. The emotional climate was also a significant
predictor of nurses' perceptions of psychological contract violation, restructuring
satisfaction, and job satisfaction. Staff nurses and student nurses must develop
a greater appreciation of the possible reasons for resisting system changes
(e.g., job demands, fob insecurity. stress. etc.) and their reSUlting negative
implications for work·related attitudes. 80th graduate nurses and nursing
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students need 10 be informed about possible activities that may be implemented
to lessen negative attitudes (e.g., co-worker support, effective communication,
involvement in decision-making, teamwork, etc.).
Finally, study findings can provide nurse educators with valuable
information for current and future curriculum development. Importantly,
education content and strategies cannot be developed in isolation, rather there
must be collaboration between educators and practitioners. Nursing students
must become cognizant of the fact that they will be commencing their careers as
health care providers within an environment that is highly volatile and very
dynamic. Educators must assist students in developing an understanding of the
reasons for and the strategies used in health reform. It is important that students
develop an awareness of possible challenges that they may encounter in the
practice environment and be equipped with the appropriate knowledge and
insights to deal with them. As well. practitioners must be adequately prepared 10
mentor and support students and new practitioners as they develop the
necessary skills required to practice in an ever changing environment.
Research
The current study's findings generally supported the negative impact of
reforms on select aspects of the job and work en.... ironment. Although there is a
data base spanning a five·year period on acute care nurses' perceptions of the
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impact of health reforms on job-related and work environment factors, no
comparable data base exists for work-related attitudes and behavioral intentions.
Repeated investigations of determinants, work-related attitudes, and behavioral
intentions would certainly provide meaningful data on the direction and strength
of changes in nurses' perceptions of the job and work environment, attitudes,
and behaviors over lime. As well. ongoing research is required to evaluate the
impact of future cost-cutting strategies and/or additional restructuring initiatives
on these and other variables.
Study findings also provided partial support for the conceptual framework
( Le., eMSI) guiding the research process. There is partial support for the
predictive effects of determiants (i.e., job-related and work environment factors)
for work-related attitudes (te., psychological contract violation, restructuring
satisfaction, general job satisfaction, and organizational commitment) and
behavioral intentions. As well. there is partial support for the predictive effects
of work-related attitudes for each other and behavioral intentions. Nevertheless,
model testing with cross-sectional data is limited. Interpretations of the logic of
the eMBl in the larger project will be strengthened by using longitudinal data
and relying on path analysis versus multiple regression analysis.
While the current study's findings provided insightful data on the
predictive power of determinants and work-related attitudes for intermediate
outcomes and behavioral intentions, the contributions of individual variables and
2IJ
variable sets to the explained variance were quite limited in certain cases. For
example, the proportion of explained variance accounted for by study variables
ranged from a high of 60.8% and 50.1 % for organizational commitment and
restructuring satisfaction, respectively, to a low of 33.7%,38.9%, and 39.7% for
general job satisfaction, inlentlo stay, and psychological contract violation,
respectively. Besides the need for further determination of the most valid and
reliable instruments for assessing current study variables, it is highly possible
that olher variables are influencing acute care nurses' work-related attitudes and
behavioral intentions. Future research with a broader set of job·related and
work. environment variables would allow for a more thorough investigation of this
complex, multifactorial process.
More intensive research efforts are obviously needed to make appropriate
revisions to the eMSI so that it will be more relevant for acute care nurses.
More importantly, a more comprehensive listing of variables exerting separate
and interactive effects on nurses altitudes and behaviors would be extremely
valuable for planning effective strategies to reduce perceptions of psychological
contract violations, to enhance restructuring and job satisfaction, to enhance
commitment to the organization, and to reduce thoughts about leaving current
employers.
Finally, the use of a triangulated approach to data collection and analysis
in future studies may help unravel the inherent complexity of the role played by
214
personal and situational factors in shaping attitudes and behaviors. Qualitative
studies would provide a more indepth understanding of acute care nurses'
perceptions of the impact of health care reforms and their work-related attitudes
and behavioral intentions. As well, qualitative research data could provide some
answers 10 questions arising from the quantitative data (e.g., Why were there
age and regional differences for some variables and not others? lNhy did
nurses working in hospitals that had undergone professional practice redesign
not feel more autonomous than those in hospitals with traditional departmental
structures? etc.).
Summary
The results of this study indicate that acute care nurses are more
negative than positive about the impact of health care reforms. The findings
also suggest that these nurses are most negative about the emotional climate of
the workplace, quality of care, and standards of care. As welt, acute care nurses
believed that psychological contracts with their organizations had not been
fulfilled, were dissatisfied with restructuring, were divided on their levels of job
satisfaction, had low levels of commitment to their organizations, and were
unsure if they would stay with their current employer. As demonstrated with the
testing of the eMSI, multiple variables influence acute care nurses work-related
aUitudes and behavioral intentions. Although study findings are not
21S
generalizable, they do provide useful comparison data for previous and future
research, as well as diredion for nursing practice, education, and research.
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You Will Only 8e Heard" You Respondl
Colleague:
The Clinical Epidemiology/Patient Research Centre, located in the Health
Sciences Complex, is looking for feedback on health care reforms. In
association with other stakeholders (Le., professional associations, unions,
Department of Health & Community Services, federal research bodies),
you have been randomly selected to receive a questionnaire on health care
reforms.
ARNN registration numbers are recorded on the questionnaires for the
purpose of including the same people in a future survey. Ther. is no way
for the Investigators to match registration numbers with personal
Identifiers (I.e., names or addresses). All identifying information has
been retained by the ARNN to ensure confidentiality of responses.
Since the mid-1990s, a number of significant changes have occurred in the
provincial health care system as a result of downsizing and restructuring
initiatives. We are extremely interested in your personal experiences with
and opinions of reforms during this time. It is important that you answer the
questions yourself and that the questionnaire is not shared with your
colleagues.
We hope that you will take this opportunity to express your views.
Your input is desperately needed. If we get the desired response
rate, the information will be presented to all interested parties.
Enclosed is an envelope (postage pre-paid) for you to retum the
questionnaire. Thank you for taking the time to help us with this project.
The deadline reply date Is December 15, 1999.
Enclosure
Appendix C
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MEMORANDUM
TO: Regl!ilerftl Nurses
FROM: Association or Regl!itered Nurses or Newroundland and Labrador
DATE: Junuary 16.2000
SUBJECT: Queslionnaire. Perceptions or Health Care
In December. the Association of Registered ~urses of Newfoundland and Labr.Klor. in
collabor.lIion with the Clinical Epidemiology Unit of Memorial University. sent you a
questionnaire on your pc=rceptions of health care.
This is a request that )'00 complete the questionnaire and return it 10 us as yoor inpul
'.lroold be greatly appreciated. Thnk you. if)'oo ha\'e already senl your response. Please
call us if you n~ another questionnaire and we will send illO~"OU immediately.
Your input by January 31. 2000 would be appreciated.
Appendix 0
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2J8
GenrnllnCormatio.
The information that you provide in this section will be hdpfiJl in determining how
representative the sample is in terms ofthe health care workforce. It will also facilitate
comparisons across areas ofpraetice and within and among regions. Please ONLY
CIRCLE ONE RESPONSE forQuestioos 1 thru 10.
PLEASE DO SOT
WRITE IN THIS
SECTION.
COOE
I. Occupation:
g~ ~~:~e~:~c~;:~ ~~:ssional (Specify) -----1
(J) Registered Nurse
2. Primai)' Area of Responsibility:
(I) Direct Care
(2) Administration (includes management)
(3) Education (Inservice/Consumer)
(4) Other (please specify) _
3. Position Held:
(I) Administralor
(2) Educator
(3) Researcher
(4) SlafUClinician
(5) Other (please specify) _
4. Total Number of Yean Experience in Health Care:
(I) Less than I year
(2) I 10 2 years
(3) 3 t04 years
(4) 5 10 9 years
(5) 10to 19yeaC5
(6) 20 years or greater
5. Total number of Yean in Current Posilion:
(I) Less than I year
(2) 110 2 years
(3) 3 10 4 years
(4) 5 109 years
(5) 10to 19 years
(6) 20 years or greater
6 Natur~ ofEmploym~nt·
(I) Full-Tim~ (pennan~n1)
(2) Full·Tim~ (Iemporary)
(3) Part-Time (permanent)
(4) Pan-Time (temporary)
(5) Casual
(6) Not Employed
7. Geographic Region of Workplace:
(I) East~ I (HCCSJ)
(2) Easlem 2 (Avalon)
(l) Eastern l (P~ninsulas)
(4) Central (EastIWest)
(5)Westem
(6) Labrador
(7) Nonh~m
(8) Oth~r (please specify) _
8 Educational Background: (Circlt one only, i.e, htchtsllt'VeI)
(I) DiplomalCertificat~
(2) Baccalaureat~
(3) Masten
(4) OocIorate
(5) Oth" (pI""" ,p.dIY) _
9. Gender:
(I)MaI~
(2) Female
IO.Ageiny~ars _
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WRITE rN THIS
SECTION.
CODE
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Part I: Staffing Adequacy
Research findings suggest that the incidence of illnesses and work-related injuries increase among
nursing staff during periods of restructuring/downsizing. We are particularly interested in what is
happening at the unit level across different departments and hospitals with regard to staffing
patterns, workload. and. incidence oflilnesses and work-related injuries.
(a) Please provide estimates on each ofthe following items:
Hospital's acute care~ capacity:
Clinical setting ofemployment:
Average daily patiem census.
A\·erage Iota! number of LPN &
RNstaffpershift:·
Average ratio ofRNs to LPNs
Number of penonal sick-leave
days over Ihe past year:
Proportion of~••I sick days due
10 work-related injuries:
D.y__EveninglNight__
(b) Use the following scaJe to fltt how you feel about staffing issues in your organization. Again
it is important that you respond to all item5_ Please r.trde (be Il••ber that best captures your
position.
Overall .0" adequate is the staffing situation on your unit for meeting patient care
requirements?
I
Extremtlyshort;
qualityofpatiem
care has suffered
2
Shon but quality
of patient care
not affected
J 4 5
Adequate More than Excellem
adequate
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How oftn does your unit require the services ofcasuaJ RNs and/or call backs to bring the
slafUpatient ratio up to adequate levels?
2
IWdy
J
Sometimes
4
Often
S
Almost Always
(h·eraJl. bow does the cuTTent availabiliry ofR..'1 stafffor patient care co"p.n! with the period
prior to health care restructuring/downsizing?
I
Much less
than previously
2
1.=1'"
previously
J
About the
4
More than
previously
S
Muchmore
than previously
How often during the past year have you been required 10 return to work on your days-otT
against your wishes?
I
Never
2
Rarely
J
Sometimes
4
Often
S
A1mos! Always
How ohen have you had your annual leave requests denied over the past one to two years?
I
Never
2
Rarely
J
Sometimes
4
OAen
S
Almost Always
How oOen have you had 10 miss nutrition breaks over the pasl one 10 two years?
I
Never
2
IWd,
J
Sometimes
4
Often
S
Almost Always
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Part II: Organizational Commitment
In Ihis section of the questionnaire we are imcrested in how you would rate your commitment to
your present employer. II is important that you respond to dil items_ Please tirdf .he number
that best describes your present position
Use the following scale to rale your degree of agreement/disagreement with each statement'
I
Strongly
Disagree
2
Moderately
Disagree
J
Slightly
Disagree
4
Neither
Disagree or
Agree
5
Slightly
Agree
6
Moderately
Agree
7
Strongly
Agree
Sirong!}
Oisagrte
11 I am willing 10 put in a greal deal ofeffort
beyond that normally expected in order to
help this organization be successful.
12. I talk up this organization to my friends as
a great organization to work for
[3 I would accept almost any type ofjob
assignment in order 10 keep working for
tlUs organization
14. I find that my values and the
organization's values are very similar.
15 I am proud to tell others that I am pan of
this organization.
16 This organization really inspires Ihe very
best in me in the way ofjob performance
17 I am elClremely glad that [ chose this
organization 10 work for over others I
was considering at the lime I joined
18 I really care about the fate oflhis
organization
19 For me lhis is the best of all possible
organizations for which to work
Slrongl~
Ag=
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Part III: Psychological Contract ViolationlIntentions
Use the following scales to rate how you feel about your organization Again it is important that
you respond to all items, Please tinle the nUMber that best captures your position.
20 Overall, then, how wdl has your organization fulfilled the commitments that were made 10
you when you were hired?
I
Very Poorly
Fulfil1ed
2
Poorly
Fulfilled
3
NeUlrai
4
Fulfilled
S
Very Well
Fulfilled
21 Overall, then. how Orlen has your employer failed to meet the commitments that were
made to you when you were hired?
I
V•."
Infrequently
2
Infrequently
3
Neutral
4 S
Frequently Very
Frequently
22 Considering all of your job factors togelher, how does Ihe amount of rewards that you
actually receive from your organization compare to the amount of rewards Ihat your
organization promised you?
I
Much Less
Than Promised
2
Less Than
Promised
3
About Ihe Same
As Promised
4
More Than
Promised
S
MuchMore
Than Promised
23 Overall, how does Ihe amount of rewards (both financial and non-financial) you receive
from your organization compar~ to the amountlhat you Ihink it should provide? The
amount my organization supplies is
I
Much Less
Than II Should
2
Less Than It
Should
3
About As Much
As It Should
4
More Than
It Should
S
MuchMore
Than It Should
24. Considering the impact of downsizing/restructuring on the health care system, how likely
is it that you will Slay with your current employer?
I
V• ."
Unlikely
2
Unlikely
3
Unsure
4
Likely
S
Very
Likely
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25. I would consider leaving my present position ifanother employment opportunity presented
itself'!
[
V<ry
Unlikely
2
Unlikely
J
Unsure
4
Likely
,
V,ry
Likely
26 How often have you put any serious effort into searching for a new job (e.g. checking
newspapers or ads, making calls, sending resumes, etc.}?
[
V,ry
Infrequently
Part IV: Satisfaction
2
Infrequently
J
Neutral
4 l
Frequently Very
Frequently
In this section of the questionnaire we are interested in your overall satisfaction with your job as
well as select areas related 10 managerial restructuring within your organization Again it is
important that you respond to all items. Please cirde the number that best describes your
present position
Use the following scale to rate your degree ofagreement/disagreement with each statement
[
Strongly
Disagree
2
Moderately
Disagree
J
Slightly
Disagree
4
NeUiral
,
Slightly
Agree
6
Moderately
Agree
7
Strongly
Agree
GeneraISa.isfac.ion
27 Generally speaking, I am very satisfied
with this job
28 I am generally satisfied with the kind of
work I do in this job
29. Most people in this job are very satisfied
with the job.
Strongly
Disagree
Strongly
Agr~
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Use the following scale to rate your degree ofagreement/disagreement with each statement
I
Strongly
Disagree
2
Moderately
Disagree
J
Slightly
Disagree
4
Slighlly
A",ee
5
Moderately
Agree
6
Strongly
Agree
pownsizin'lManagrrisl Rnlructurinc
30 I am generally satisfied with the visibility and
accessibility of management personnel since
restructuring.
3 I I am generally satisfied with the degree to
which management seeks input on
professional care standards
]2 I am generally satisfied with the amount of
informationlinservice provided to help
prepare me for changes related to
restrucluring (e.g. job responsibilities.
transfer of functions, elc.)
33 [ am generally satisfied with the
interdisciplinary approach to patient/client
care in my organization
]4. I am generally satisfied with the amount of
time spent dealing with interdisciplinary
conflicts.
Strongly
Di~ree
StronglyA,,,,
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Part V: Health Care Reform
In this section of the questionnaire we are interested in knowing how you view the changes that
have occurred in the health care system. The coment ofthe statements include overall
impressions about the impact of health care reforms, as well as some specifics with regard to
quality and safety concerns, workplace conditions, and professional issues. It is important that
you respond to all items. Please tin" Iht number that best describes your present position
Use the following scale to rate your degree ofagreement/disagreement with each statement
1
Strongly
Disagree
2
Moderately Slightly
Disagree Disagree
4
Slightly
All'''
Strongly
Disagree
5
Moderately
Agree
6
Strongly
Agree
Strongl~
Agree
3S. I understand Ihe importance ofdownsizing and
restrucluring the health care system in this
province
36 Health care refonns have not placed suffidem
emphasis on maintaining quality care
standards
37. Patients/clients have reasonable access to
health care services despite downsizing and
managerial restructuring efforts
38 The movement towards community based care
is a positive step in helping facilitate greater
patient/client accountability and responsibility
39 Changes in the health care system have given
health care providers the opponunity to gain
greater control over their practice.
40. Supplies/resources are often not adequate to
ensure patient/client comfon.
41 Despite personnel reductions, it is still possible
to meet patients'/c1ients' basic care needs.
I
Strongly
Disagree
2
Moderately
Disagree
J
Slightly
Disagree
4
Slightly
Agree
Strongl~
Disagree
5
Moderately
Agree
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6
Strongly
Agree
Strongly
A"",
42 Because of overwhelming workload demands.
it is often necessary to lower care standards
43 1am confident that patientsfcliems and family
members receive adequate teaching and
counselling in preparation for discharge
44. Due to increasing acuity levels, it is not
possible to adequately assess or meet
palienls'/clients' emotionaVpsychosodai
needs.
45. I am confident that in my agency procedures
are being perfonned in a safe and competent
manner
46 Because ofinadequ31e inservice education on
new policies/procedures, I believe
patientslclients are being placed at risk
47 Patients/diems are more susceptible 10
potential harm from delays or errors due to
increased demands and slressors in the work
place
48 Most of the time we have the necessary
physiul resources (e.g. equipment, supplies,
facilities) to provide safe care
49. Most of the time we have the necessary
human resources (i.e. nurses, LPNs,
physicians, allied health professionals, and
support staft) [0 provide safe care.
50 Adequate health care resources are not always
available in the community for patients/clients
upon discharge
I
Strongly
Disagree
2
Moderately
Disagree
J
Slightly
Disagree
4
Slightly
A",,,,
Strongly
Disagree
5
Moderately
Agree
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6
Strongly
Agree
Strongly
Ag=
51 At my workplace. staff meet regularly with
management to discuss workplace concerns
52. At my workplace, staff meet regularly with
management 10 identify ways to resolve
problems and build on strengths
53 At my workplace, opportunities are provided
to keep current wilh latest developments
through reading and attending workshops,
inservices, and teleconference sessions.
54 Because I feel powerless to change things
where I work, it is difficult to be motivated 10
act as an advocate for patients/clients
55 Due 10 increased acuity and shortened lengths
of stay. it is not always possible to meet
professional care standards
S6 As a consequence of recent changes in the
health care system, I can appreciate the
challenges facing my profession
57 As a consequence of recent changes in the
health care syslem, I feel empowered to be an
active participant in affirming an imponanl
fulure role for my profession
58 Because I work in a supponive environment, I
am able to give that 'extra' effon when my job
demandsil.
59 Due to the heavy workload in my workplace, I
feel really frustraled wilh the reduced level of
care that is provided.
I
Strongly
Disagree
2
Moderately
Disagree
3
Slightly
Disagree
4
Slightly
Agn,,,
Strongly
Disagree
5
Moderately
Agree
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6
Strongly
AWe<
Strongly
Ag""
60 Although I strive to give/ensure consistent and
competent care, I rarely receive appreciation
or recognition for what I do
61. Increased demands and stress in the workplace
have led 10 unpleasant working relationships
with co-workers and other health care
providers
62. In the aftermath ofrestrucluring efforts, I find
that my time management skills have become
more imponant
63 Increased demands and stress in the workplace
have engendered a sense of disillusionment and
lowmoraJe
64 Since restructuring of the health care system, I
find my job more satisfying and challenging.




